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Tue literature of uterine malformations is very voluminous, and that 
of hematosalpinx has also reached highly respectable proportions, 
exclusive of innumerable writings on the hemorrhages into the 
Fallopian tube, which are among the essential conditions of interrupted 
tubal pregnancy. Nevertheless more light is needed to demonstrate 
much that is of importance in respect to these two conditions. 
Tumour complicating malformed uterus is of high clinical, surgical 
and pathological interest. We therefore submit two cases in our 
own experience to the consideration of gynecologists, adding a 
review of the experience of others. 


I. Mr. Doran’s Case of Uterus Septus Unicollis, with Fibroid in the 
Septum, and Hematosalpina. 


In March, 1901, a woman, aged 42, was placed under Mr. Alban 
Doran’s care by Mr. Schutz-Sharman, of Norwood, on account of a 
solid abdominal tumour which bore all the characters of a uterine 
fibroid, but was associated with attacks of hypogastric pain, not 
usual in fibroid disease. The patient, a very plethoric subject, had 
been married for over fourteen years and had never been pregnant. 
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For three years free hemorrhage with sickness and loss of appetite 
set in at every menstrual period; previously the catamenia had been 
regular and moderate. Just before the period altered in character 
an attack of cholelithiasis occurred. Mr. Doran defined a solid 
elastic tumour occupying the hypogastrium and extending to within 
two inches of the umbilicus. It was singularly tender on touch, and 
the patient complained that it often ached and kept her awake. 
The vagina presented no abnormality. The cervix was small and 
short, lying almost in the middle line; the tumour continuous with 
it bulged into the anterior fornix. Douglas’s pouch and the right 
fornix were free, but there was a tender mass in the left fornix 
which clearly represented diseased appendages. The cervix and the 
tender mass moved with the abdominal tumour. 

The case was kept under observation. Several sharp attacks of 
pain occurred in July and August, 1901, gastric flatulence was 
complained of, the urine was loaded with urates and occasionally 
albuminous. Yet the patient gained flesh, and under appropriate 
remedies her health improved. Early in the autumn of 1903 she 
came once more under Mr. Doran’s care. The tumour had grown 
bigger and more painful; free hemorrhage now set in at every 
period, often lasting for a week; distressing pelvic pain began several 
days before the flow appeared and continued until it subsided; 
then followed an interval of relief. The sickness and loss of appetite 
had grown worse. Dr. D’Esterre, of Norwood, found that there was 
much tenderness in the pelvic region and hypogastrium. 

Mr. Doran, examining the tumour on October 27th, 1903, noted 
that it felt very hard and reached as high as the umbilicus. The 
cervix was short, in the left fornix was a very distinct tender mass, 
in the right a less easily defined but equally tender body. The 
temperature was normal, the urine pale greenish-yellow, clear, acid, 
s.g. 1,012, and quite free from albumen. A severe attack of 
vomiting set in on the night of November 7th, when the period was 
present. 

Mr. Doran operated on November 10th, 1903, assisted by 
Mr. Butler-Smythe, Dr. Llewelyn Powell giving the anesthetic. 
The pelvis was elevated throughout the operation. The tumour was 
almost spherical without any trace of lobulation. It had to be 
drawn up very carefully as the appendages were clearly diseased. 
The right tube was much thickened; the sigmoid flexure adhered by 
inflammatory bands, but not by any peritoneal fold, to the back of the 
fibroid. On separating the adherent intestine, the left tube, much 
dilated, and the adjacent ovary were exposed. They adhered to the 
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back of the tumour, but were easily detached. The ovarian and 
round ligament arteries were secured, then an anterior flap was made 
from the peritoneum. A smaller flap was cut from the posterior wall of 
the uterus, and the uterine arteries, not easily reached, were ligatured, 
and the uterus amputated above the cervix. The relations of the 
round and ovarian ligaments and Fallopian tubes to the uterus were 
seen to be normal, so that no abnormality was suspected. After the 
malformation of the uterus had been detected, the patient was 
examined and found to be free from any trace of polydactyly, hare 
lip or cleft palate. Malformations have been detected far from the 
genito-urinary tract in subjects with uterus bicornis. 

The patient recovered quickly and was in good health ten months 
after the operation. The parts removed, which weighed a pound and 
a half, were sent to Dr. Cuthbert Lockyer for examination. 

The specimen as removed by operation consisted of the uterus, 
together with the Fallopian tubes and ovaries of both sides. The 
uterus was nearly spherical in shape. The left tube formed a dark- 
blue sausage-shaped swelling which arched over the corresponding 
ovary. The distinctly enlarged left ovary was embraced on all 
sides, except below, by the distended Fallopian tube. The right tube 
and ovary were so densely matted together that only the proximal 
half-inch of the tube was clearly distinguishable. The uterus had 
been amputated at a level of 3ths of an inch below the os internum. 
The lower third of its anterior surface was denuded of peritoneum, 
as was also the lower fourth of the posterior surface. On either side 
the uterus was bare of peritoneum below the attachments of the 
ovarian ligaments; these bare lateral surfaces were one inch wide 
and corresponded to the severed attachments of the broad ligaments. 
The peritoneum covering the upper two-thirds of the uterus was quite 
smooth; that on the posterior surface, especially at a point midway 
between the cornua, was roughened by adhesions, and a nodule of fat, 
like an appendix epiploica, was seen attached to the uterus at this 
spot. A probe passed into the single cervical canal could be made 
to run in two directions, right and left, but met with an obstruction 
in the middle line. On passing two probes they crossed one another 
just outside the cervical canal at an angle of 90°. The anterior 
uterine wall was laid open along each probe; two distinct cavities 
lined by mucous membrane were exposed by these incisions (Fig I.). 

These cavities communicated below at a point slightly above the 
level of the internal os. Above, they diverged towards the entry of 
the Fallopian tubes. The septum between the diverging cavities 
corresponded to a large triangular segment of the uterus. This 
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triangle had its base above, whilst the apex lay immediately above 
the os uteri internum and pointed towards the axis of the 
cervical canal. The thickness of the septum was accounted for by 
the presence of an interstitial fibroid. This growth projected 
‘upwards above the proper level of the fundus. Its apex reached a 
height of two inches above the level of the attachments of the 
Fallopian tubes. In width the tumour and fundus uteri measured 
three inches across from cornu to cornu behind, whilst the corres- 
ponding measurement was five inches in front. — 

The right-sided cavity measured 13 in. from above downwards. 
Its internal wall (the side of the septum) was 2 in., its external wall 
1} in. thick. The left cavity was 1} in. long; it was bounded, like 
its fellow, by thick walls, the inner wall measuring 14 in., the outer 
1} in. 

The left tube was sickle-shaped and much enlarged. Along 
its upper circumference it measured 7in. Its maximum diameter 
measured 1} in. On section (after hardening in Kaiserling-Pick’s 
solution) its walls were seen to be much thinned and its cavity 
was filled with smooth non-laminated blood-clot. The section 
showed a strong septum in the tube at the junction of the outer two- 
thirds with the inner one-third of its length (Fig. I.). The 
left ovary was embraced by the arching tube, to which it was closely 
adherent on all sides except below. This organ was enlarged, 
measuring 2 in. by 1 in. On section it presented three small cysts with 
blood-stained walls and jelly-like contents. Several corpora 
albicantia were seen on the cut surface. Both tube and ovary 
showed tags of fibrous adhesions in contact with their external 
surfaces. 

The right tube and ovary formed an ill-defined mass enveloped 
in adhesions and matted to the lateral wall of the uterus. On 
section through this tissue the tube wall was found to be greatly 
thickened, and the ovary contained much broken-down yellow 
detritus. There were several islands of yellow (lutein) tissue around 
this degenerated area. Section of the wall of the abscess cavity 
showed that it was lined by lutein cells. Upon the latter there was 
an investment of columnar epithelium. The lining membrane was 
thrown into deep folds. 

Sections taken through the hematosalpinx showed the plice of 
the tube to be enormously distended with blood (Fig II.). When 
seen in transverse section the plice appeared as large rings and 

squares with an outline of columnar epithelium and a core of red 
blood-dises and leucocytes. In a transverse section through the 
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Section of tube wall showing fusion of two plice and distension of the same by 
free hemorrhage into the connective tissue core, 
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Section taken through tube wall and contained hemorrhage. 


A Tube wall showing low-lying cubical epithelium ; B Plies distended with 
blood, the epithelium is much flattened out and is represented by basement 
membrane only at BoB’; © Blood-clot fissured in the process of embedding 
and fixing on slide. 
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Section of tube ‘wall showing the reduction of the epithelial lining to a 
flattened-nucleated lamina, beneath which there is a layer of extravasated 
blood, 

A shows blood-clot undergoing organisation by fibroblasts; B remains of 
a plica containing partly organised clot; Co cystic space of plical origin. 
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Section of tube wall showing itotal absence of plies, partial destruction 
of epithelium. [tis replaced at A by granulations invading blood clot, 
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narrowest part of the tube there were but few plice to be seen. 
For the most part the lumen was lined by low columnar epithelium. 
(Fig. III.). In parts this was wanting, being replaced by granula- 
tion tissue. 


At the base of those plice which happened to be cut in 
longitudinal section there was seen great extravasation of blood in 
the submucous tissues. This submucous extravasation was con- 
tinuous with that seen within the plice. The hemorrhage in the 
submucosa ran along under the flattened-out single layer of 
epithelium for a considerable distance (Fig. IV.). The epithelium 
was thus raised from the tube wall, and where it had been destroyed 
altogether the blood-clot had given place to granulation tissue. 
(Fig. V.). No submucous hemorrhage was seen save in the neigh- 
bourhood of the attachment of a plica, clearly demonstrating that the 
extravasation had taken place from the vessels which entered the 
bases of the plice. The amount of distension undergone by the 
plice before rupture of their epithelial covering was very remarkable. 
This hemostatic distension of plicee may also be seen in extra-uterine 
gestation before the lumen of the tube is filled with blood-clot, but it 
only occurs at the placental site and never uniformly along the 
whole length of the tube. 


In the present instance sections had been taken from different 
levels, but they all showed the same mode of extravasation. Finger- 
like plicee became spheres by injection with blood. Where a 
plica happened not to be injected it was laid low, and running 
concentrically with the lining epithelium it fused with the 
latter. Within the deeper layers of the fibro-muscular tissue of the 
tube there were a few oval spaces, lined for the most part by 
columnar epithelium, but in two instances these spaces showed an 
epithelium of spherical type. They might be occluded follicles 
arising from the tubal mucosa, close to which they lay. The wall 
of the hematosalpinx external to the thinned-out mucous membrane, 
showed stretching and pressure atrophy of the fibro-muscular layers. 
The latter lay teased apart into lamine. The vessels were very 
thick, and presented marked hyaline degeneration. The peritoneal 
coat was thickened by partly organised lymph. 


This case presented an unusual combination of five most 
interesting pathological features:—(1) A septate uterus bearing a 
fibro-myoma of the interstitial type, which had developed in the 
septum between the two cava uteri; (2) double salpingo-odphoritis 
associated with (3) a lutein abscess in the right ovary, and (4) 
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hematosalpinx with secondary atresia on the left side, and (5) lutein 
cysts in the left ovary. 

There can be no doubt that bilateral salpingo-odphoritis had 
existed for some considerable time. The question naturally arises, 
how are we to account for the hematosalpinx? Was it the result of 
secondary tubal occlusion due to salpingitis, or was it due to a 
congenital atresia of the interstitial portion of the tube? If we 
consult Mr. Doran’s clinical notes we find that when he first 
examined the patient there was a history of sickness, pain and 
anorexia for about three years, whilst distinct proofs of pelvic 
inflammation were discovered. The periods, which before 1898 had 
been regular and moderate, had become characterised by free 
hemorrhage from that time until the date of the operation five years 
later. 

The last epoch, which was of “five or six days’” duration, ended 
three days prior to the hysterectomy; the patient was then under the 
operator’s observation and we see that he noted severe vomiting. 
The pain too at these times had become progressively severe. 
Whether or not the pain was occasioned by the gradual distension of 
the left tube with blood it is difficult to say, but the presence of such 
extensive inflammation would of itself amply account for all the 
symptoms independently of the existence of a hematosalpinx. One 
point stands out very clearly from the menstrual history, namely, 
that the tubal atresia was acquired and not congenital. The right 
tube, which was associated with the larger of the two uterine 
cavities, was completely occluded by chronic fibroid thickening. The 
left tube, although intimately matted to the ovary and adjacent 
structures, remained patent and became filled with blood under 
enormous pressure—as proved by the distended plice. The 
hemorrhage was shown by the microscopical sections to have come 
from the vessels of the submucosa. 


II. Dr. Lockyer’s Case of Uterus Septus Unicollis, with Multiple 
Fibroids. 


The patient was aged 42 years. She had thrice been pregnant; 
one pregnancy terminated in abortion, the second and third went to 
term and ended normally in the birth of two fully-developed 
children; the last pregnancy began 53 years before the patient came 
under observation; a full-term child was born and is still living. 
Dr. Lockyer saw the patient first in August, 1904. She had noticed 
an increase in size of the abdomen for eight months, during which 
time she had suffered from severe menorrhagia and dysmenorrhea. 
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She was thought by her doctor to be pregnant in June 1904, but as 
severe hemorrhage set in, upon further examination he diagnosed 
fibroid tumour of the uterus, and this diagnosis was confirmed by 
two gynecologists. Hysterectomy was advised as the losses con- 
tinued, and the patient was unable to attend to her work. On 
examination a very mobile tumour reaching half-way up to the 
umbilicus was felt. Per vaginam this solid growth projected down- 
wards and protruded into both anterior and posterior fornices. The 
os uteri was single and very patulous. The tumour was removed on 
August 18th, 1904, by retroperitoneal hysterectomy. The left ovary 
was cystic, and the corresponding tube inflamed and swollen; both 
were removed with the growth. The right tube and ovary were 
spared, being normal. The amputation was performed through the 
upper part of the cervix below the level of the os internum. The 
patient made an uninterrupted recovery, and still has a slight show 
corresponding to her monthly periods (January, 1905). 

The specimen measured six inches from side to side and five 
inches in the vertical direction (Fig. VI.). On section two cava uteri 
were discovered, separated by a septum, which ended a quarter of an 
inch above the site of amputation in a bevelled muscular knob half 
an inch in diameter. This septum contained a spherical fibroid 
one and a quarter inches in diameter, completely encapsuled in the 
musculature. The lower half-inch of the septum was not 
involved. The septum was covered on both sides with uterine 
mucosa. Externally there was a shallow wide groove dividing the 
entire specimen into a small left, and a large right portion. To 
the upper and outer angle of the left half was attached the swollen 
left Fallopian tube and cystic ovary; at the corresponding point on 
the right half was seen the cut end of the normal right tube. 
The distance between the tubes was six inches. The width of the 
right half was four inches, that of the left two inches, the 
measurements being taken from the centre of the groove dividing 
the two segments. The right cavity was occupied by one 
lobe of a large fibroid, of which two other lobes lay within the fundus 
of this half of the uterus. The projecting submucous lobe measured 
three and a half inches in its vertical and two inches in its transverse 
diameter. The uterine mucous membrane covering it was much 
thinned. The interstitial part of this tumour measured two 
by three inches, it had theerfore much the same dimensions as the 
submucous portion. The small left segment of the uterus contained 
a short cavity measuring one and a quarter inches from the cut 
cervical surface to the fundus. Its outer wall bore a fibroid the 
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size of a walnut. There were therefore three separate and distinct 
growths associated with this septate uterus—the large tumour in 
the right half, one intermediate in size lying in the upper part of 
the septum, and the smallest within the lateral wall of the small left 
half of the uterus. The central axis of the distended right cavity 
lay in the horizontal and that of the left half in the vertical plane. 
Microscopical sections of the left tube and ovary showed nothing 
of importance. The cyst was of the distension variety and of the 
size of a walnut. 


These cases throw some light on two subjects of considerable 
importance in respect to malformed uterus, namely (1) hemato- 
salpinx and (2) fibro-myoma as complications. 


Hematosalpinz. Taking into consideration the origin of the 
hematosalpinx in Mr. Doran’s case, it is clear that the etiology 
contrasts with that of the case described by Micholitsch,!° where 
the patient was a girl, aged 21 years, who had menstruated regularly 
from the age of eighteen. She had been subject to pain in the 
left iliac fossa for about a year. This pain was aggravated by 
menstruation. An irregularly-shaped and almost fixed, cystic tumour 
occupied the left iliac fossa and extended far down into the pelvis. 
At the operation, as in our case, adhesions were detected. When 
they were set free it was seen that the uterus was reduced to a 
right cornu bearing a normal Fallopian tube and ovary. It was 
connected by a band with the tumour. On further inspection the 
latter proved to be a left cornu with greatly hypertrophied walls; 
its cavity, quite closed on the uterine side, was full of old blood, 
and it communicated with a thickened Fallopian tube converted into 
a hematosalpinx. The dilated tube adhered to an ovary, itself 
practically reduced to a blood-cyst. In this case the atresia of the 
left cornu had been complete from the first. We have reason to 
believe that the obstruction in our case had existed for about three 
years. X. O. Werder?! records a case of “didelphic uterus with 
lateral hematocolpos, hematometra and hematosalpinx.” The 
patient was aged 18. She began to menstruate at 15. The flow was 
always accompanied with paroxysmal pain chiefly on the right side 
and back. The distended uterus contained over a quart of tarry- 
looking tenacious fluid. The distended tube measured six inches 
in length, and was four inches in circumference at its widest 
diameter, which was situated at the fimbriated end. The hemato- 
colpos was tapped and washed out one month after the other 
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structures had been removed by laparotomy. The patient recovered. 
Léhlein!? describes a case in some respects similar to the above. 
The patient was single, aged 18. Her general development seemed 
retarded, for she first walked when three years old, and did not 
menstruate until she was 16; the flow was painless at first and 
always regular. For one year there had been attacks of pelvic 
pain, especially on the second and third days of the flow. This 
was accompanied with sickness, headache, pyrexia, and constipation. 
A gradual increase in size of the lower abdomen had been noticed 
during one year. The patient had a wide pelvis. The interspinous 
measurement was 29°5c.m. and the intercristal 3le.m. At the 
laparotomy a large quantity of reddish-yellow ascitic fluid was dis- 
covered. The right tube was distended with blood to the size of a 
child’s head, and united to this by adhesions were the vermiform 
appendix and the omentum. The proximal part of the tube for 
6c.m. was not dilated. The thick walled uterus was full of blood, 
and a hematocolpos unilateralis partialis lay beneath it. Loéhlein 
removed the right corpus uteri and tube per abdomen, and left the 
hematocolpos to be dealt with per vaginam. The left half of the 
uterus was bent backwards and towards its own side; it was narrower 
than the right. Deep in the pelvis lay a well-developed left ovary. 
The hematocolpos was opened a month after the laparotomy, and 
after this second operation subsequent menstruation was painless. 

Katz} recorded last year a case in which there was a rudimentary 
horn containing blood (hematometra). To this was attached a 
Fallopian tube, the distal extremity of which was distended into a 
large blood sac (hematosalpinx). This was quite free from the 
ovary which lay beneath the tube, whilst between its outer pole and 
the hematosalpinx there intervened a portion of the mesosalpinx. 
The interest of this case lies in the systematic report of the patho- 
histology of the hematosalpinx. As our own investigations on this 
subject were made at the end of 1903, about one year before Katz’s 
work was published, it is interesting to note that two independent 
observers found much the same conditions in two remote cases. 
Katz’s histological observations on the structure of the tube are as 
follows : — 

(1) At the uterine end of the ampullary portion: epithelium 
flattened and low-lying. The plice contained a few dilated 
vessels and in many places free hemorrhage was noted. The 
musculature was much hypertrophied and the muscular strands 
were separated by hemorrhage, and many vessels were filled with 
blood clot. There was round-celled infiltration in the neighbourhood 
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of vessels, especially towards the peritoneal surface. (2) At the 
transition of the middle part of the tube into the actual hemato- 
salpinx the number and size of the plice were reduced. The 
hemorrhage in the tissues was here more excessive, and the epithelium 
more affected and often absent. The muscle was in part replaced by 
connective tissue. The round-celled infiltration was more marked, 
especially under the peritoneum, where there were subperitoneal 
collection of round cells. (3) The tube-wall was thinner, scarcely 
any mucous membrane remained, that which persisted was broken up 
into fragments. There were fewer vessels in the muscle layers. 
Collections of round cells lay in the connective tissue between the 
muscle-bundles. In the ovary there was nothing to note. 

Katz has collected 19 cases of hematosalpinx complicating uterine 
malformation, and has given all the important details relating to 
these cases in tabular form. His list includes Léhlein’s case 
mentioned above, but he does not mention those of Micholitsch or 
Werder. All these cases were treated by laparotomy, with two fatal 
results. In the above twenty-one cases there was hematometra 
associated with hematosalpinx. In our case there was no hemato- 
metra. Hematometra in uterus duplex is not always associated with 
hematosalpinx. Katz’s Table 1 includes 16 cases of hematometra.* 
In seven there was also hematosalpinx. Of the nine remaining, in 
which the tubes were not distended with blood, four were examples 
of double, and five of single, hematometra. It is not uncommon to 
meet with a unilateral hematocolpos in cases of hematometra with, or 
without, hematosalpinx, but blood cysts in the ovary in this connec- 
tion appear to be very rare. We have met with but two instances of 
ovarian blood cysts in the literature on this subject. The first 
(Micholitsch) is noted above, the second was reported by Lorrain and 
Billon.1© In their case the left uterus had the appearance of a 
pedunculated subperitoneal fibroid attached to the left side of a 
normal uterus. At its upper extremity was attached the left 
Fallopian tube. On section a little thick reddish fluid escaped and a 
canal was found lined with uterine mucosa and continuous with that 
of the left side. There was no communication with the main uterine 
cavity, the two being separated by muscular tissue 5 mm. thick. The 
left tube was distended into a hematosalpinx and the left ovary con- 
tained a large hemorrhagic cyst. This makes in all a series of 
twenty-four cases (including our own) of hematosalpinx associated 
with uterine malformation found in medical literature. For a 


*See also Eberlin, ‘Zur Diagnose der Heematometra bei Fibromyoma Uteri 
Bicornis und Atresia Vaginee,” Zeitschrift fiir Geb. u Gyn., Vol., xxxi., 1895, p. 365. 
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description of eighteen in this series we refer our readers to Katz’s 
valuable monograph. 

Considered apart from dystocia, hematosalpinx is a rare 
complication in uterine fibroid disease. The proportion is 2°88 per 
cent. according to Daniel!’ in his recent report on tubal pregnancy 
associated with this form of tumour. 

Fibroids in Malformed Uterus. We will now take into considera- 
tion the condition of the uteri. Our cases were both examples of 
uterus subseptus unicollis associated with fibro-myomata. In 
attempting to estimate the relative frequency of combined malforma- 
tion and new growth we have reviewed all the available literature 
up to the present time. Older authors, such as Kussmaul and 
Rokitansky, are freely quoted by more recent observers. In 
Kussmaul’s great classic “ Von dem Mangel, der Verkiimmerung und 
Verdoppelung der Gebirmu‘ter” (Wiirzburg, 1859), no mention is 
made of new growths in connection with the many varieties of 
malformations of the female genitalia which are placed on record. 
We have gone through the titular descriptions of the 127 cases of 
female genital deformities collected by Livius Fiirst?, but in none 
of these is there any record of new growth. Falk? quotes Israel * 
as having collected 93 cases of female genital malformation between 
1866 and 1884, but no mention is made of new growth in this series. 
Falk? himself records one case of fibroid tumour occurring in a 
uterus duplex to which we will revert. Ludwig Pick® makes the 
assertion that the combination of “this kind of dysplasia” with 
true new growth is very rare. Up to 1896, however, Pick 
was able to collect twelve cases, ten from the literature and two from 
Landau’s clinic, described by the author himself (myoma in uterus 
bicornis 9, in uterus unicornis 1, in uterus subseptus 1, and in uterus 
didelphys 1). Sigismund® found a polypoid growth attached to the 
cervix of the gravid half of a uterus septus; we shall have more to 
say about this case later. A case missed by Ludwig Pick is one of 
the five examples of female genital malformation described by 
Pompe de Meerdervoort? in 1895. In the next year (1896) Dr. 
Giles’® paper containing a list of 21 cases of uterus didelphys in 
living adults appeared in the Transactions of the Obstetrical Society 
of London. In this list there is no mention made of the presence 
of new growth, but in an addendum (page 326) notes are given of 
Dr. Galabin’s case of uterus didelphys with fibroid tumour of one 
side. Gow,® in March, 1898, described a uterus duplex associated 
with an intra-ligamentary myoma. 

We must now dwell at greater length on these and on other 
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examples of new growth in malformed uterus published since Pick 
collected 12 cases in 1896, including others of an earlier date which 
are omitted in his series. 

1. In Falk’s case the patient’s age was 41. She had been married 
for 20 years, but had never conceived. Menstruation started at the 
age of 15; it was regular, lasting for three days, and was fairly free. 
Dysmenorrhea had been complained of for nine years, and for a few 
months before operation pelvic and sacral pain had been troublesome. 
The pelvic measurements were normal (not too wide). The vagina 
was divided by a septum 8 m.m. thick. In each portio vaginalis there 
existed a small hole. The sound passed 6} ¢.m. in the right half 
and 7¢.m. in the left half of the uterus. Two sounds introduced 
simultaneously did not touch in the cavity. On bimanual examina- 
tion a uterus of normal shape and size was felt on the right side, 
whilst on the left was detected a tumour of the size of a child’s 
head. Falk’s case is instructive to all who may have to operate on 
malformed genital tracts. He proposed to remove the uterus 
through the vagina after cutting away the vaginal septum. But 
the dissection of the septum from the anterior and posterior fornices 
proved difficult owing to the narrowness of the vagina and involved 
much hemorrhage, the precise cause of which, not evident at the 
time, will be explained. As the patient was very weak, hysterectomy 
was deferred. Four months later the uterus with its tumour was 
removed by abdominal] section. The patient recovered. During the 
period between the two operations the patient suffered much pain 
which had to be subdued by morphine. The right round ligament 
was much stretched forming a band le.m. wide. The left was 
normal. On this abnormality a theory has been founded, as will 
be explained. Externally the uterine body was irregular in shape 
and nodular, especially at the right cornu, and on the right posterior 
surface. The fundus of both bodies formed a confluent indivisible 
mass anteriorly, whilst behind there was a growth the size of a 
fist, 21 c.m. in circumference; this lay between the bodies of the two 
uteri which were quite distinct from each other posteriorly. The 
situation of the left tube was lower and more anterior than normal. 
The growth was an intra-mural fibroid of the left half of the uterus. 
There were other small interstitial fibroids present. This case is an 
example of uterus duplex or uterus septus bilocularis cum vagina septa. 

Josephson (Archiv f. Gyn., Vol. lxiv., p. 423) examined the specimen 
with Falk, after the case had been published by the latter author. 
He found that the growth behind was not connected with the septum 
between the uterine cavities, whilst one of the small interstitial 


a 
Hie 
i 
j 
a 


Doran and Lockyer: Uterus Septus Unicollis 179 


fibroids mentioned above, which formed a thickening between the 
two uteri was a myoma of the size of a pigeon’s egg, which had 
developed in the vaginal wall close to its upper or uterine attachment. 
This remarkable relation of the vagina to a fibroid growth seems, in 
our opinion, to account for the difficulty experienced by Falk in 
dissecting it away at the first operation, and for the hemorrhage 
which ensued on that occasion. 

2. The case of Sigismund is doubtful as regards the nature 
of the growth. Like our two cases it was an instance of uterus septus. 
with single vagina. The patient was aged 30, she had never been ill 
excepting that she had to stay in bed for the first two days at each 
menstrual epoch. There had been a normal delivery two years 
before she came under observation. Then she again became 
pregnant and aborted. The third and last pregnancy ended in the 
birth of a child at full term, which the mother was able to suckle. 
No examination was made at the time of birth, but a slight perineal. 
tear was discovered and treated on antiseptic lines. On the fourth 
day the temperature rose to 104°, and the accoucheur felt a sense of 
resistance on the side of the uterus. Sigismund saw the patient 
seven days after labour. The temperature was then 101° and the. 
pulse rate was 116 per minute. The uterine fundus was 77 c.m. 
above the pubes, reaching in fact to the umbilicus on the seventh 
day. The lochial discharge was yellowish-red and not offensive; the 
perineal tear was not inflamed. An out-growth from the uterus was 
felt to reach for three fingers’ breadth above the pubes on the left 
side, and this corresponded in position to the pain complained of by 
the patient. Under anesthesia the cervix was found to be torn and 
protruding from it was a “ polypus” with a pedicle 15 cm. wide; 
the entire polypus measured 4 c.m. and was attached to the anterior 
cervical wall. As the cervix was gaping the finger could be easily 
introduced, and by this means it was found that a common cervical 
canal led into two cavities—a small one on the left and a larger 
on the right side. <A piece of placenta measuring 3x2x4}¢.m. was 
found in the right cavity. In this streptococci were afterwards dis- 
covered. An intra-uterine douche was given, the temperature sub-. 
sided, and the subinvolution disappeared, but the “ polypus” was not 
removed. Sigismund regarded the subinvolution as due to the mal- 
formation, whilst, in his opinion, the tag of tissue hanging from the 
cervix represented a submucous myoma. He also held that the 
temperature was due to auto-infection. All these conclusions seem 
to us to be questionable. The perineum was torn and also the cervix, 
and a piece of infected placenta was discovered. There seems, there~ 
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fore, to be ample cause for the fever without resorting to “ auto- 
infection” as an explanation for it, and as regards the “ polypus,” we 
think that Falk is probably right when, in commenting on this case, 
he regards it as a tag of the septum which became partially separated 
at the time of birth. 

3. In the case of Pompe de Meerdervoort the patient was 
aged 30 years; she had been married nine years. Coitus was 
impossible. On examination the vagina was found to be absent. A 
tumour was felt occupying the true pelvis and compressing the rectum. 
By laparatomy a fibroid of the size of a foetal head was found in the 
anterior part of the left horn of a uterus bicornis. The growths 
measured 13x9°5x6c.m. Hysterectomy was performed ; the patient 
alied. 

4. Galabin’s case appeared as an original report in Dr. Giles’s 
paper (see bibliography). “Miss A., aged 42, had had an abdominal 
tumour for ten years or more. In June, 1891, she was laid up in 
bed with acute abdominal pain and pyrexia. On examination a 
fibroid tumour of the uterus was found, reaching three inches above 
the level of the umbilicus; its surface was somewhat irregular. There 
were signs of a not very severe peritonitis. The vagina was found to 
‘be completely double, the two halves of equal size, each provided with 
a cervix uteri. She had not been aware of any abnormality. 
A more complete examination was made a month later, when the 
peritonitis had subsided. A sound passed 5} in. into the left cervix 
uteri, and evidently went nearly into the centre of the tumour. Into 
the right cervix the sound passed 23 in., and bimanually it was found 
that the right uterus, with the sound within it, was quite movable, 
and entirely separate from the tumour of the left uterus. It 
was decided not to advise any operation, the menorrhagia not being 
excessive.” 

5. A cystic intraligamentary myoma with double uterus was 
shown by W. J. Gow at the Obstetrical Society in 1898.9 The tumour 
was removed by abdominal hysterectomy. The patient was a single 
woman aged 32 years. The right broad ligament was occupied by a 
tumour which showed extensive cystic changes; clear fluid exuded 
from it on section, and there was hemorrhage into its tissues. The 
uterus appeared normal in shape and size, lying in contact with the 
left side of the tumour; whilst running obliquely upwards and to 
the right of this was another uterus larger than the first and 
shaped like a spindle. Into the upper and outer angle of this uterus 
the right Fallopian tube opened and the round ligament was traced 
to the same point. This second uterus communicated with the one 
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on the left side at the level of the internal os. The condition was 
not diagnosed; the patient recovered. For want of a drawing the 
relations of the right broad ligament, tumour, and right cornu seem 
obscure 

6. In Paul Mundé’s case} the patient was aged 26. She had had 
two children and two miscarriages. She had suffered pain in the 
right ovarian region. The uterus and vagina were both double; the 
right half was parous, the left half rudimentary. The parous half 
contained a fibroid the size of two fists. The right half of the 
vagina was the longer. A portion of the vaginal septum had been 
torn away. 

7. Clark,!5 of Philadelphia, described a case in which the myoma 
occupied the septum and body of a uterus bicornis, only the lower 
part of the cervix being free of the growth. 

8. Carl Wagner !* described a case of “ uterus bicornis with a large 
‘fibroma’ in each horn and also multiple fibromata around the small 
fundus.” The larger fibroid was about the size of a fist ; it was situated 
in the right horn. There was a fibroid the size of an orange in the 
left horn. A number of smaller growths the size of walnuts lay in 
the fundus common to the two horns. Each ovary was situated at 
the extreme lateral ends of the respective horns. The patient was 
26 years of age. She had never been pregnant. She suffered greatly 
from constipation and almost incessant urination. Dysmenorrhea 
was severe. The parts were removed; the right ureter gave rise to 
some difficulty since it ran for a distance of about 2in. “in the 
fibrous mass of the right horn.” The patient recovered from the 
operation and all her symptoms disappeared. From the sketch 
appended to Wagner’s paper it will be seen that by “small fundus” 
and “common fundus” the author means the portion of the cornua 
which are united for a short distance above the cervix. 

9. In Mr. Doran’s case,?° published in 1899, a fibroid of the size 
of a hen’s egg developed in the rudimentary right cornu of a woman 
who had borne one child and had also aborted. The right round 
ligament not only made clear the nature of the malformation, but 
also presented another remarkable feature of importance, as will 
presently be explained, in respect to Meyer’s theory about the origin 
of malformations of the uterus. The tumour and the right 
appendages were removed. Since the report was published the 
patient bore a child to term, which was spontaneously delivered alive. 

10. Meurer?! mentions a case in which a tumour lying to the left 
of the uterus was taken for a dermoid cyst of the left ovary. At the 
operation it was regarded as a subserous myoma, but on closer 
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examination after removal it was seen to be a fibroid in the left 
rudimentary horn of a uterus bicornis. 


11. Ranken Lyle’s “Case of Cesarean Section at Full Term for 
Complete Obstruction by Fibroid Tumour, Double Uterus and 
Vagina,” appeared in the pages of this Journal last December 
(Vol. vi., p. 4388). “Pedunculated myomatous mass in Douglas’s 
pouch” was, very naturally, diagnosed, the uterus was opened, the 
child and placenta removed and the uterine wound closed by suture. 
The mass was then lifted out of Douglas’s pouch, and proved to be a 
myomatous uterus, quite independent of that which had been opened. 
It bore the right appendages and was attached to the top of the 
vagina on the right. The peritoneum passed directly from the 
posterior surface of the bladder between the two uteri to the anterior 
surface of the rectum. This right uterus was amputated above the 
cervix. It was then found that the left, which had been opened for 
the extraction of the fetus, bore the left Fallopian tube and ovary. 
During her recovery Ranken Lyle examined the patient and found 
that the vagina was completely double. There was a distinct and 
separate cervix at the upper end of each canal; the septum was 
attached at its inferior limits to the vestibule anteriorly and to the 
perineum behind. This case seems a genuine example of uterus 
didelphys, although it might have been ranked as an extreme form 
of uterus bicornis duplex with double vagina, as it is not absolutely 
evident that the cervix was double throughout. 


12. Pick omitted to include Dr. Amand Routh’s case,!® published 
in 1887. <A pathological committee reported it as “a fibroid growing 
from the undeveloped horn of a uterus unicollis.” 


A valuable article, “Ueber die Neoplasmen der missbildeten 
Gebirmiitter,” by C. D. Josephson, appeared four years ago in the 
Archiv fiir Gyndkologie (Vol. lxiv., p. 376). Josephson refers to 
Pick’s 12 cases, and adds not only fresh notes about one of that series 
(J. Schmidt), but also a drawing of the specimen where the 
symmetry of the two uterine cavities and of the fibroid developed in 
the septum between them, was as marked as in Mr. Doran’s case. 
In Dr. Lockyer’s specimen one cornu was greatly distorted by fibroid 
growths developed in its walls away from the septum which was also 
the seat of a fibroid. 

Josephson also adds twelve cases published since Pick’s article 
which we have quoted and not included in our own additions above. 
Four are recorded by Pick, and two jointly by the same author and 
Landau; one by Paltauf, three by Gunsett, all the above being fibro- 
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myoma. Finally Heinricius, of Helsingfors, describes one case of 
adeno-myoma, and Czerwenka one of carcinoma and sarcoma. 

Thus, in addition to the 12 well-known cases collected by Pick, 
and 12 others which we have collected above, with two cases in our 
operative practice, 26 in all, we must now add, to bring the list 
up to date, the 12 quoted by Josephson and not included in our series. 
This makes a total of 38 cases of new growth in malformed uteri. 

Considering the large number of cases of malformation of the 
uterus mentioned in literature the number of new growths in this 
connection is relatively small, although some examples may have 
been overlooked, and we are justified in concluding that septate, 
bicorned, and didelphic uteri are less prone to harbour tumours of 
clinical importance than are normal uteri. 

With regard to the type of malformation in Mr. Doran’s case, if 
we follow the classification of Livius Fiirst,? it would fall under 
his heading of Double Combination, No. 6, 7.e., Uterus partim septus, 
vagina simplex; type 24, z.e., uterus planifundalis, or type 33, uterus 
foras arcuatus; which of these two types it maz be is impossible to 
say owing to the fibroid being situated at, and distorting, the fundus. 
This is one of the rarest combinations, for amongst 127 cases recorded 
by Livius Fiirst there is not one single example of this type. 
Dr. Lockyer’s case is an example of uterus partim septus, vagina 
simplex, type uterus introrsum arcuatus. This is a defect which 
must have occurred before the twelfth week of fetal life, by which 
time the septum should have disappeared ; and by the twentieth week 
the “introrsum” or depression between the two horns has usually 
given place to uterus planifundalis. In both our cases the arbor 
vite could not well be studied, as only a small portion of the cervix 
was removed. 

In conclusion we need hardly remind the reader that the above 
clinical and pathological notes are sufficient for a single communica- 
tion based on two cases under the authors’ treatment. In other words 
we cannot discuss at length the etiology and embryology of fibroid 
disease in double uterus. Pick believes that a true myoma may 
develop at a very early stage between the two ducts of Miiller and 
thus prevent their fusion, the growth sometimes becoming a large 
tumour in adult life. But R. Meyer,?? with whom Falk? agrees, 
advances a more probable theory. Myoma is not the cause of 
malformed uterus according to his views; the malformation is really 
due to the traction on Miiller’s ducts by uterine ligaments developed 
abnormally in advance of the other uterine elements. In Falk’s own 
case, which we have described, the right round ligament was much 
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stretched, forming a band 1 c.m. wide. In Mr. Doran’s case of fibroid 
developed in the rudimentary cornu of a uterus unicornis (No. 9 in 
our series in this communication) the round ligament formed a very 
broad ribbon-like structure running from the outer border of the 
anterior aspect of the tumour and curving inwards into the inguinal 
canal.* It was far larger and stouter than the normal round liga- 
ment which ran from the opposite and well-developed cornu, already 
the seat of two pregnancies. Hence stoutness of one round ligament 
may be a useful indication to a puzzled operator. 


ADDENDUM. 


Another case of fibroid tumour associated with double uterus was 
published quite recently by M. E. Foisy (“Uterus double avec 
fibromes sous-péritonéaux et salpingite double; hystérectomie sus- 
vaginale—Guérison,” Annales de Gynécol. et d’Obstét., January, 1905, 
p-43). The patient was 39 years old, pregnant four times—first when 24, 
abortion at second month, retained placenta, severe septic complica- 
tions; second when 25, pregnant to term, child born dead, strangled 
by funis, septic complications during puerperium; 3rd when 27, 
delivered at term of a female child, breech presentation ; fourth when 
31, abortion at third month; retained placenta four days; septic 
symptoms, not severe, for a few days. When 33, the patient contracted 
gonorrhea; pelvic pains and impaired health ensued and she never 
thoroughly recovered. Foisy detected an elastic tender mass in each 
lateral fornix. Chronic disease of the appendages was diagnosed. At 
the operation the appendages were found to be diseased, but they lay 
high up and the tender elastic masses proved to be two uteri, with 
distinct cavities, the right cavity running vertically and the left 
almost at a right angle into the canal of a common cervix. It would 
be interesting to know if the favourable third pregnancy developed 
in the more favourably placed right uterine cavity. A very deep 
recto-vesical fold passed between the uteri. The right uterus bore a 
subserous fibroid of the size of a walnut on its anterior aspect near 
the cervix; on the same aspect of the left was a smaller growth of the 
same character. There was no such growth at the point of union of 
the uteri. 

Lastly, we find that in preparing the above communication we 
omitted a case published in 1893 by Pauchet (“Uterus bifide: 
“This condition is conspicuous in the specimen, as it is now preserved in the 
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fibrome & droite, grossesse & gauche,” Gazette des Hopitaur, 1903, 
p- 1411). The patient was 40 years of age, and her last labour occurred 
when she was 26. For four years she had suffered from menorrhagia 
and for three months from amenorrhea and a painful abdominal 
swelling. Tubal gestation was suspected; at the operation uterus 
bicornis unicollis was discovered. The right cornu was the seat of 
an interstitial myoma which projected into its cavity, whilst the left 


cornu contained a three months’ foetus and was much smaller than 


the right. Its canal was obstructed by a fibroid close to the cervix. 
The uterus was amputated at the cervix and the patient recovered. 
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A New Operation for the Cure of Vaginal Cystocele.* 


By Ernest W. Hey Groves, M.D., B.S. (Lond.), 
Assistant Surgeon to the Bristol General Hospital. 


Or the many conditions of prolapse and displacement of the genital 
canal, that which affects the anterior vaginal wall and involves the 
posterior wall of the bladder is the one which hitherto has been least 
amenable to operative treatment. Vaginal cystocele exists under 
two conditions, viz., that in which it only forms part of a uterine 
descent bulging out with the anterior vaginal wall, and that in which 
it forms a distinct hernia or pouch, pushing down the vagina before 
it but leaving the uterus in a normal position. For both these con- 
ditions several operations have been devised, such as Sim’s V-shaped 
elytrorrhaphy, the ordinary elliptical anterior colporrhaphy, and 
Stoltz’s operation, where a circular piece of the anterior vaginal wall 
is removed and the gap closed by a purse-string suture. All these 
methods are essentially the same, and consist in removing a greater 
or less extent of the anterior vaginal wall, and bringing the margins 
of the gap together, so that the support left for the remedy of the 
prolapse is a scar of the vagina together with the general narrowing 
of the vaginal outlet. But I think it is recognised that the remote 
results of such operations are disappointing. And if we regard the 
cystocele as a hernia, whose radical cure we have to undertake, it is 
not surprising that methods which depend for their success upon the 
fixation of so distensible and movable a structure as the vaginal wall 
should lead to failure. For it is evident that any cause which has 
sufficiently distorted a normal vagina to produce a cystocele, is 
capable of distorting a restored vagina to reproduce the hernia. 

But the true floor of the pelvis is formed by the levatores ani 
muscles, and through the gap between them the urethra and vagina 
emerge. Any prolapse of the vagina and of the bladder can only 
result when this gap has been widened either by the gradual pressure 
from above from a heavy or retroverted uterus, or by injury received 
during parturition. It would therefore seem more natural, in 
seeking to remedy these conditions, to deal primarily with the more 
fixed structures of the pelvic floor than merely to deal with the 
movable organs which protrude through it. And I think it is 
probable that whatever measure of success does follow such opera- 
tions as anterior colporrhaphy, depends chiefly on the indirect 
narrowing of the outlet through the pelvic floor. In the radical cure 
*Read at a meeting of the Obstetrical Society of London, Feb. Ist, 1905. 
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of an ordinary abdominal hernia, after dealing with the peritoneal sac, 
the most important procedure—and that on which the success of the 
operation depends, is the closure of the muscular gap through which 
the hernia has protruded; and where the situation of the hernial 
orifice admits of this being done efficiently (as in the case of an 
oblique inguinal hernia) the result is correspondingly good, whereas 


Fig. 1. 


when it is difficult to reconstruct a firm muscular plane (as in the 
case of a femoral, direct inguinal or umbilical hernia) the result is 
too often failure. 

Now, in the case of hernia of the bladder, there is ready to hand a 
most efficient plane formed by the levatores ani muscles, which bound 
the hernial orifice of the neck of the sac on either side. 

The levator ani muscle is usually described as arising from the 
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pubes, the “white line” of the pelvic fascia and the spine of the 
ischium, and as inserted into the perineum, rectum and ano-coccygeal 
raphe. And it is represented as a muscle whose direction is primarily 
vertical. But it is more correct to consider that the main origin is 
from the pubes, and the main insertion into the coccyx, its direction 
being horizontal, and its fibres forming a sling for the rectum and 
vagina. 

Morphologically it represents the flexor caude muscle of tailed 
vertebrates, and may be divided into four parts—the pubo-rectalis, 
from the pubes to the perineum; the pubo-coccygeus, from the pubes 
to the anus and ano-coccygeal raphe; the ilio-coccygeus and ilio- 


Fig. II 


NotE.—By the term edge of muscle is meant the edge of the thick muscular band, 
the thin fibres which meet in the perineal body being ignored. 
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sacralis, from the white line and ischial spine to the coccyx and 
sides of the sacrum.* The iliac origin of the last two portions 
has disappeared. Fig. 1 shows the disposition of these several parts 
in relation to the pelvic viscera, and it shows well the horizontal 
disposition of the main fibres. 

Regarded from below, after the superficial perineal muscles and 
the triangular ligament with the overlying structures have been 
removed (Fig. 2) the two muscles are seen to form the pelvic floor, 
in the centre of which lies a median slit through which the urethra 
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Horizontal section through the Urethra, Vagina, and 
rectum a short distance above their terminations. 
(after Henle). 
and vagina emerge. At their origin from the pubic bones the two 
muscles are 2c.m. apart, at the centre of the vaginal outlet 3 c.m., 
at the central point of the perineum 4}c.m.; this latter figure 
referring to the main bundle of the pubo-rectalis muscle and not 
to the thin median fibres which actually meet one another in the 
perineum. At these three points the lower border of the main 
muscle lies 1‘5¢.m., 2°5¢.m., and 3'5c.m. below the surface of the 
perineal structures. 
Fig. 3 shows a horizontal section of the urethra, vagina, and 


* “‘Cunningham’s Text-book of Anatomy,” p. 411. 
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rectum a short distance above their termination, and it is seen how 
these structures are embraced by the horizontally-disposed fibres of 
the levatores ani. The lower border of the muscle can easily be felt, 
and in a relaxed vaginal outlet demonstrated by the fingers (Fig. 4). 

The various steps of the operation I am about to describe will 
now, I think, be quite clear (see Fig. 5). A transverse incision is 


Ay 


Demonstration of edge of the levator ani through vaginal wall 
(after Howard Kelly). 
The dotted line shews the position of the incision. 


made from one labium majus to the other about 3c.m. behind the 
urethral orifice. The incision divides the whole thickness of the 
vagina. The two margins of this incision are then retracted upwards 
and downwards, and with the finger or handle of a scalpel the urethra 
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and bladder in front are separated from the vagina behind. The 
margins of the levatores ani muscles are then sought for and defined 
in either angle of the wound. It will be found that they can easily 
be brought into apposition with little or no tension. Two or three 
mattress sutures are then passed right through both muscles as far 


Deep mat- 
tress 

ssed right 
the 
thickness of 
both levatores 
ani. 


Sutures unit- 
ing the mar- 
ins of the 
evatores ani. 


The edges of the transverse incision through the vagina are held back by 
hooks. Note the narrowing of the vaginal outlet caused by the 
suturing of the levatores ani. 


from their margin as can be done without undue tension and tied 
on the outer surface of one or other. ‘These will lie about 15 c.m. 
from the margins of the muscle, which are then united by fine 
interrupted sutures. This forms a median muscular mass about 
2e.m. long and 15c.m. thick, lying beneath and supporting the 
base of the bladder. The margins of the original incision are now 
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united by catgut after any redundant vaginal mucous membrane has 
been removed. The cicatrix lies in a very superficial position, where 
a little gauze packing (which is changed every time the catheter is 
passed) serves to keep the wound clean. 

The first case in which I performed this operation was nearly two 
years ago. The displacement has not recurred, and, moreover, the 
woman has recently been delivered of a full-term living child, and 
the pelvic floor is still quite sound. 


Journal of Obstetrics and Gynecology 


Congenital Syphilis of the Lungs. 


By Atrrep W. Sixes, M.D., F.R.CS., 


Pathologist to Queen Charlotte's Hospital. 


In 1847 Virchow? described a condition of consolidation of the lungs 
of newly-born children as “white hepatisation.” He mentions a 
post-mortem on a child which had lived, and where he was surprised 
to find that, although the lungs were whitish and voluminous, every 
particle sank in water. On section there was every appearance of a 
pneumonia in the stage of white hepatisation. On examining 
microscopically, the alveoli were seen to be filled with epithelial cells 
undergoing fatty degeneration. It was, however, not till years had 
passed that these changes were definitely established as being due 
to congenital syphilis. 


Depaul, in the Gazette Médicale of 1851, described a con- 
dition of the lungs of the same nature as the above which he 
attributed to syphilis; in the same journal, in 1855, Lorrain and 
Robin described lung changes where the alveoli were filled up with 
epithelial cells in the same way that Virchow had described years 
before, and yet they gave it the name of “epithelioma of the lung.” 


In 1862 Howitz (quoted by Heller!) insisted on the connection of 
these changes with congenital syphilis, as in at least one of his cases 
syphiloma and white consolidation were present in the same specimen. 


In 1863 Wagner described six cases of this condition in children; 
in five of these the affection was diffuse, and in the sixth there was 
i local syphiloma. as well as diffuse thickening. 


In 1881 Hecker (quoted by Heller) mentioned two cases of twins; 
in the first case one twin had white consolidation and the other 
syphiloma, in the other case both twins had consolidation. 

Heller? described the local condition, or gumma, and the diffuse 
form, which he put under the two divisions of white pneumonia and 
interstitial pneumonia. 

(a) White pneumonia is found only in still-born children or in 
those which have lived a very short time; the children are generally 
premature. The lungs are very large, and fill up the chest; they 
are whitish-grey or marbled in appearance and cannot be blown out. 
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A cross section gives the same appearance as the surface. In true 
cases the inter-alveolar interstitial tissue is not increased; the 
alveoli are packed with cells of an epithelial type showing fatty 
degeneration. True white pneumonia is undoubtedly very rare, but 
one finds the appearance described present to a greater or less extent 
in many cases of the interstitial form. 


(6) Interstitial pneumonia is commoner than the last described ; 
the lung is of a greyish-white colour. Here the alveolar walls are 
very much thickened, and in some cases the interlobular walls may 
be affectefl as w@ll. The alveoli are narrowed, are fewer in number, 
and often filled with cells showing fatty degeneration. 


Wagner? had mentioned that very few capillaries could be made 
out in the alveolar walls, and said that on section only the larger 
vessels could be seen, but Heller! said that if the lungs be injected 
more capillaries than usual can, be made out, so that a large 
number of the indefinite nuclei seen in the thickened walls may be 
those of the walls of the capillaries. The epithelium of the alveoli - 
is swollen, and there is more or less shedding of the cells; the walls 
of the blood-vessels are also thickened. ° 


Figures I. and II. are from a case which occurred at Queen 
Charlotte’s Hospital. The mother was a single woman, admitted 
for her first confinement. No history of syphilis was obtained, 
nor were there any signs present while she remained in 
hospital. The child was very nearly, or quite, full time, but it was 
very small. Spots were present on the body, the arms and legs 
showed bulle, and the hands and the feet were in parts denuded of 
epithelium. The child only lived fifteen minutes. 


At the post-mortem the lungs showed the appearance depicted in 
Fig. I.; they were large, perfectly Solid, quite filling up the 
chest, of a greyish-white colour, and when removed retained the 
exact form of the pleural cavity, as if a wax cast had been taken 
of it. The section showed the same whitish colour as_ the 
surface; the consolidation was quite homogeneous, and only the 
larger bronchi and vessels could be made out. 


The microscopical section (Fig. II.) showed that the alveolar 
walls were very thick; the alveoli were fewer in number than usual, 
and gave the appearance of irregular spaces between the enormously 
thickened alveolar walls. The cells in the inter-alveolar walls had 
either rounded or slightly elongated nuclei, and these cells lay in an 
indefinite faintly striated groundwork. The walls of the blood- 
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vessels were thickened. The bronchial mucous membrane showed 
no ciliated epithelium, but rounded cells in two or three layers. 
Epithelial and round cells filled up most of the alveoli. The whole 
of the lung appeared to be undergoing a very slow inflammatory 
process. There was no pleurisy. The liver and the spleen of the 
child were large. It is remarkable that a child with the above 
described condition of lung could have lived for as long as fifteen 
minutes. 


1. Heller. Deutsches Archiv fiir Klinische Medicin, Band. 42, 1888, s. 159. 
2. Virchow’s Archiv, Vol. 1, 1847, s. 146. ‘ 
3. Wagner. Archiv fiir Heilkunde, 4, s. 363, 1863. 
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An Ovary with a Well-marked Fibrous Excrescence. 
By Matcotm Campsett, M.A., M.B., F.R.C.S. (Edin.), 


Clinical Gynecological Tutor, Royal Infirmary, Edinburgh. 


In gynecological surgery no question is more difficult to decide than 
that as to the treatment of “the second ovary.” After removal of the 
ovarian tumour for which laparotomy has been undertaken, the 
operator has to decide rapidly, and before finally closing the abdomen, 
whether or not he is to totally unsex the patient, a question, the 
importance of which, from the patient’s point of view, it is impossible 
to exaggerate. To the surgeon a dilemma presents itself, for 
should he leave an ovary, which at a subsequent date requires 
removal, his reputation cannot fail to suffer, for he has, however 
innocently, been the indirect cause of exposing his patient to the not 
inconsiderable risk of a second abdominal section. On the other 
hand, if he removes a patient’s second ovary, which on careful 
examination is found free from any pathological changes, he does 
his patient an irreparable injury which is none the less real though 
the patient remains in ignorance of it. 

Called on to make such an important decision it is little wonder 
that one welcomes as an important factor the presence of any marked 
physical abnormality in the remaining ovary. Yet, even aided by 
the presence of gross abnormalities in the ovary we may easily fall 
into error as the following case illustrates. 

The clinical history presents no features of special interest. The 
patient was 34 years of age, she had had five children, the youngest 
et. 24 years. The right ovary was converted into a small cyst for the 
removal of which laparatomy was undertaken. After removal of the 
tumour, which was done without tapping the cyst, the left ovary was 
found on examination to be of normal size, but to have on its margin 
a well-marked cauliflower excrescence, further, over its surface were 
found numerous small cystic areas; having regard to the condition of 
the right ovary and the possibility that the outgrowth on the surface 
of the left ovary might be the result of papillomatous changes in its 
substance, it was decided to remove the left ovary. After removal 
the measurements were found to be:—Length, 3c.m.; breadth, 
1-7 c.m.; thickness, 1‘5c.m. The greatest diameters of the excrescence 
were 1 by 0'7c.m. The excrescence, which was found to be firmly 
attached to the surface of the ovary by a comparatively thin base, 
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presented an irregular surface, having a typically cauliflower appear- 
ance. (Fig. I.). A longitudinal section of the ovary was made, passing 
through the stalk of the excrescence. Naked-eye examination showed 
that the tissue forming the excrescence penetrated for some distance 
into the substance of the ovary; throughout the ovary there were 
found numerous small areas of degenerated tissue, most probably the 
remains of follicles which had undergone retrograde changes. On 
microscopic examination the excrescence was found to consist mainly 
of vascularised fibrous tissue; in the centre there was a small area in 
which the fibrous tissue had undergone necrotic changes (Figs. IT. 
and IIT.); the coats of the vessels showed very marked thicken- 
ing. The growth was entirely free from any elements suggesting 
malignancy. 

As to the origin of the growth, while no definite explanation can 
be put forward, one would appear to be justified in regarding it as 
most probably originating in connection with the function of ovula- 
tion. If this be so there are only two possibilities: either it arose in 
connection with a Graifian follicle or a corpus luteum. In the former 
case the intact Gradfian follicle must have been extruded upon the 
ovarian surface and become the seat in the first instance probably of 
hemorrhages and subsequently of connective tissue invasion. On this 
theory the extra-ovarian and intra-ovarian parts of the growth would 
be connected through the neck of the extruded follicle. 

The other possibility is that the growth resulted from the rupture 
of a Graiifian follicle on the surface of the ovary, followed by an 
incomplete hernia of the coats of the follicle through the seat of 
rupture. On this theory the neck of the growth would represent the 
continuity between the extruded portion of the coats of the follicle 
and that part of the coats which remained intra-ovarian. 

While various objections may be offered to both theories the latter 
seems at least to be more probable, as it affords a satisfactory explana- 
tion of many of the features of the growth. 

1. The cauliflower appearance, on this theory, is easily explained 
as resulting from the natural infoldings of the coats, from which 
arise the strands of connective tissue which invade the primary blood- 
clot in a normally situated corpus luteum. 

2. The vascularisation of the growth would be produced by the 
ingrowth of new vessels, along with the connective tissue from the 
theca interna and the theca externa, as in the corpus luteum. 

3. If the growth has an origin from a ruptured follicle, the 
possibility of its having been developed from a corpus luteum of 
pregnancy would not only offer an explanation of its size, but further, 
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II. Microphotograph (low power) showing the connective 
tissue forming the greater part of the excresceuce. 
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IIL. Microphotograph (higher power than If.) shows one of 
the necrotic areas. 


A.—Typical part of section showing structureless 
necrotic tissue. 

B.—Area in which the outlines of the connective tissue 
cells are still distinct. 


. 
| 
B 


: 


: 
i 


Campbell: Fibrous Excrescence 199 


the complete state of the connective tissue development would coincide 
with the remoteness of the last pregnancy. 

As to the possible further development of the growth, had the 
ovary not been removed, little need be said. In none of the sections 
examined microscopically is there any appearance of active tissue 
change. Moreover, the vessel walls throughout show a marked 
thickening, and it seems probable that, despite the periodic menstrual 
hyperemia of the ovary, they would have become progressively less 
able to convey blood to the growth which probably would, on account 
of insufficient nutrition, have undergone retrogressive changes. 
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Three Cases of Cesarean Section. 
BY 


E. Hastrnes-Tweepy, M.D., etc., Master, Rotunda Hospital, Dublin; 
RECORDED BY 


Artuur N. Hoitmes, M.B., B.Ch., B.A.O., L.M., Assistant Master, 
Rotunda Hospital, Dublin. 


Case 1. M.H., ext. 29, i-para, was sent into hospital a few days 
before labour was expected to commence on account of her small size 
and abnormal shape. Pelvimetry exhibited the following measure- 
ments: c.v., 8¢c.m.; transverse, 13c.m.; ext. conjugate, 15c.m.; 
inter-spinous, 24¢.m.; inter-cristal, 28c.m. The patient’s general 
configuration was distinctly rachitic. On the 5th of July, 1904, 
three days after admission, labour set in at night. The head was 
free above the brim, and so it was decided to perform Cesarean 
section the following morning. At the time of operation the head 
was still free, the os was dilated to admit two fingers, and the 
membranes were unruptured. The abdomen was opened by a six-inch 
incision, and the uterus by a vertical five-inch incision, and the child 
extracted. The uterus was then lifted out of the abdomen, and the 
placenta, which was situated posteriorly, detached. The membranes, 
which tore while being stripped off, were removed by peeling them 
away with a gauze sponge. As the uterus did not contract well it was 
stimulated with hot towels, and some sponges placed in the cavity 
while the wound was being closed with interrupted silk sutures 
one-third of an inch apart. The sponges were removed from the 
uterine cavity before the insertion of the last three or four sutures. 
By this time uterine action was well established and the contractions 
well maintained. The abdominal incision was closed in three layers 
—peritoneum and fascia with continuous silk, and the skin with 
interrupted silkworm gut sutures. ‘Ihe convalescence was uneventful 
save for a slight morbidity during the first week. The patient left 
hospital five weeks afterwards with her baby, both in excellent 
health. 

Case u. A. O’R., et. 29, a i-para, was admitted to hospital 
November 6th, 1904, at 8 o’clock p.m. She was a very small woman, 
her height being 4 ft. 3in., and her limbs and pelvis presented well- 
marked rachitic deformity. On enquiry she stated that as far as 

she knew she was up to full term, and further, that the membranes 
had ruptured several hours previous to her admission. She was not 
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having any pains. On inspection there was a prominent tumour 
over the symphysis pubis, which palpation proved to be the head, 
freely movable. Foetal movements were also felt and the heart 
heard. A vaginal examination was made, and the promontory felt 
with the greatest ease low down, and the os, which was high up, 
admitted one finger. Pelvimetry was at once done, and the following 
measurements obtained : Conjugata vera, 6 c.m.; transverse, 11 ¢.m.; 
inter-spinous, 25c.m.; inter-cristal, 24°8c.m.; external conjugate, 
l7c.m. On finding these, Cesarean section presented itself as the 
only means of delivery. As the patient showed no signs of labour, 
the following morning was fixed on for operation should no 
indications for earlier interference arise. In the morning the patient 
had one or two slight pains about 9-30am. At 10-30a.m. the 
Master opened the abdomen and then the uterus by the usual median 
incision. Encountering the placenta which occasioned smart 
hemorrhage, the child was rapidly extracted, and the bleeding 
controlled by an assistant grasping the cervical region firmly. ‘The 
placenta and membranes were then removed, and it was curious to 
note the rapid and marked thickening of the muscle which took 
place despite the absence of uterine contractions, a proof of the 
independence of the processes of “ contraction ” and “retraction.” The 
uterine wound was closed with interrupted silk sutures. The uterus 
contracted well, and the abdomen was closed in three layers— 
peritoneal and fascial of continuous silk, and a subcuticular cutaneous 
of silk-worm gut. The puerperium was quite uneventful; the suture 
was removed on the fourteenth day, leaving a perfectly healthy scar; 
and the patient nursed her baby from the third day. 

Case 11. J.B., et. 34, a iv.-para, was admitted to hospital with 
a history of three previous pregnancies terminated by craniotomy. 
She believed herself to be within a fortnight of her confinement. 
The pelvis was measured, and the following results obtained :— 
Conjugata vera, 61 c.m.; transverse, 10} ¢.m.; inter-spinous, 25} c.m. ; 
inter-cristal, 25}c¢.m. It was therefore determined to keep the 
patient in hospital and when labour commenced to perform Cesarean 
section. A fortnight passed and labour had not set in. On Saturday, 
the 17th of December, 1904—six weeks all but two days since the 
patient had been admitted—an abdominal binder was applied in the 
hope of inducing labour as the patient had gone at least three weeks 
beyond term. On Sunday morning, the 18th, at 5a.m., the patient 
had a few pains, and the membranes ruptured at 6-30 a.m.; the pains 
then ceased till about 9-30 a.m., and then came on at long intervals 
and lasted a very short time. At 12 0’clock, while moving the patient 
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to the theatre the cord prolapsed; it was pulsating, and was carefully 
pushed back into the vagina and the anesthetic quickly administered. 
At 12-30 the Master opened the abdomen and the uterus in the usual 
manner by a vertical incision. The child was rapidly extracted, 
and found to be quite vigorous. The placenta and membranes were 
removed without difficulty, but the uterus did not respond to 
stimulation well for some time. The outer muscular coat appeared to 
_ contract, but the inner coat remaining inactive, caused a curious 
eversion of the edges of the wound. The wound was closed by 
interrupted silk sutures, and the uterus, then stimulated by means 
of hot sterilised towels, until it contracted well. The abdomen was 
closed by interrupted silkworm gut sutures. For the first four days 
after operation the pulse varied between 134 and 120, the temperature 
never rising above 100°F. The fast pulse caused some anxiety, but, 
having regard to the fact that during her stay in hospital for six 
weeks her pulse had seldom been below 90, and that she had borne 
the operation well and was in no distress, we were not unduly 
alarmed. On the fourth evening the pulse fell to 92, and then 
gradually to 80. The convalescence was uninterrupted, and the 
patient left hospital with her baby on the thirty-ninth day. 

Throughout these operations rubber gloves were worn, and it may 
be of interest to note that the silk used was No. 2. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 
On the Duration of Pregnancy in the Human Subject. 


and Jonats. fir Geburts. und Gyndkol. 
Bd. xxi., Heft 2. 


Von WIncKEL has recently re-opened the question of the duration 
of pregnancy, especially with regard to cases in which the child is 
unusually heavy and large. Ile takes out the cases in which such 
children occurred and reckons in them the duration of pregnancy, 
and compares the figures so obtained with the average duration in 
allcases. Von Winckel takes 4,000 grammes weight and 50 c.m. length 
to be an unusually heavy child, and out of 30,000 births he found 
10,007 such children. By comparing the duration of pregnancy in 
these cases with the average duration of all, he comes to the 
conclusion that out of every 233 births in his series one unusually 
heavy child had a pregnancy duration of over 302 days. Von Winckel 
comes to the following conclusions :—Prolongation of pregnancy can 
no longer be doubted, as the pregnancy duration in unusually heavy 
children shows; the frequency of the latter in great lying-in charities 
is about 3.15 per cent., and of these 14°5 per cent., or 1 in 233 births, 
have an intra-uterine life of over 302 days; the frequency of all 
delayed births is about 2°8 per cent.; the lower duration limit of 
such heavy children is 240 days, the upper 336 days. To test the 
correctness of these figures the authors investigated the material in 
the clinics of Schauta and Chrobak from 1892—1901. In order to 
more completely compare the cases the authors have divided the 
children into three groups, viz.: those with a weight of 2,800 —3,500 
grammes, those of 3,500—4,000 grammes, and those of 4,000 grammes 
and upwards. Out of 68,032 births there were 1,778 children of 
4,000 grammes and upwards. Out of these cases there were 1,031 in 
which the pregnancy duration, counted from the first day of the 
last period, could be calculated; and in 150 this was over 300 days, 
and in 185 over 302 days; or 145 per cent. over 300 days, 
and 13 per cent. over 302 days. These figures bear out v. Winckel, 
whose percentages were 16°3 per cent. with a duration of over 
300 days, and 14°5 per cent. over 302 days. The less heavy children 
in the authors’ statistics also bear out the statements to some extent, 
as there were 6°2 per cent. delayed births among the first group, and 
9°3 per cent. among the second. Thus it can be seen that there is an 
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increasing percentage of delayed births as one reckons, according to 
the weight of the infant. It is open to question whether the method 
of reckoning the pregnancy duration from the last menstrual period 
is sufficiently reliable for statistics of this kind, but it must be said 
that taking the date of cohabitation is equally open to question, as 
it is well known that cohabitation and conception are not by any 
means simultaneous. However one may criticise these statistics, it 
is quite clear that from a medico-legal point of view they are 
extremely important, and point to the possibility of the legitimacy ot 
a child born even 336 days after regular cohabitation especially if it 
was unusually heavy and large. 
Tuomas G. STEVENs. 


Placental Syphilis. 
QuerREL. Annales de Gynécol. et d’Obstét., December, 1904. 


Tue author discusses the much vexed question of syphilis of the 
placenta, pointing out its frequency, and at the sme time attempting 
to determine the results of placental lesions on the life and 
development of the foetus. According to Queirel the placenta of a 
syphilitic woman is always paler and more friable than a normal 
placenta; furthermore, it is larger and heavier and contains more fat. 
In health, the weight of a placenta relatively to that of the foetus is 
as 1—6. In syphilitic cases the placenta is as 1—4, and in abortions 
or premature births the weight of the placenta may even be equal 
to or greater than that of the foetus. This disproportion in the 
weight of the placenta, Queirel maintains, only occurs with syphilis. 
The lesions produced by albuminuria are quite different, the placenta 
is smaller and lighter than normal, and shows recent or old 
hemorrhagic foci with blood extravasations in the villi, and at the 
same time the whole placenta tends to become degenerated and 
atrophied. Masses of fibrin frequently surround the villi, the cell 
nuclei of which stain badly. Periarteritis may occur, but endarteritis 
is rare. The author attaches no importance to the white infarcts 
found so frequently on the foetal surface of the placenta. Although 
this increase in weight of the syphilitic placenta is a constant factor, 
the microscopic changes in its structure are still more evidently of 
a specific nature. They consist chiefly in an embryonic proliferation 
and sclerosis of its anatomical elements. The author examined 
84 specimens; in some specimens the placente were those of women 
undoubtedly syphilitic, who presented evident specific lesions, such as 
mucous tubercles, roseole, or alopecia. Where possible their foetuses 
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which were born dead were also carefully examined. In other cases 
all the placentz which showed a relatively abnormal weight were 
examined without the direct knowledge that the women were 
syphilitic; also where the children were born dead or died shortly 
after birth, and in some cases where the child survived. Placente in 
a third category were examined which, although hardly larger 
or heavier than normal, coincided with fetal malformations, 
hydramnios, etc. Three distinct groups of lesions were found to 
exist in such cases—vascular changes, changes in the villi, and 
important modifications in the connective tissue. Vascular lesions 
such as periarteritis and endarteritis presented themselves, with oblit- 
eration of vessels more or less complete. Changes in the villi were 
chiefly hypertrophic in nature with much embryonic cell infiltration. 
There was also proliferation of Langhans’s cells and of the 
syncytium itself. The decidua in some cases contained definite 
microscopic gummata. With regard to the connective tissue changes, 
there was everywhere abundant proliferation and cell hyperplasia 
replacing the ordinary anatomical elements of the villi. 

Another point of interest in Queirel’s paper is the changes 
observed in the umbilical cord. The lesions noted in this 
structure in syphilitic cases are, according to Queirel, of great 
importance in relation to the hepatic lesions found in syphilitic 
foetuses, since these may be consecutive to disease of the 
umbilical vein, modifying the quantity and quality of the blood it 
distributes. Lesions of the umbilical cord consist mostly in a 
manifest hypertrophy of the connective tissue in the thickened 
walls of the vein. Lesions of the valves of the vein as observed 
by Pinard, may explain both ectasia and embolism. Microscopically, 
syphilis of the cord is shown in a general enlargement and infiltration 
of all its elements. 

Finally, the author thinks that the fetal lesions and the 
placental histological lesions are parallel, and if sought for will 
frequently be met with, and that in certain cases one can follow 
their direct continuity by means of the umbilical vein, even to the 
liver itself. Syphilis transmitted to the foetus by the parents may, 
of course, manifest itself in many ways. It may kill the embryo 
or fetus in utero, it may permit the foetus to be born alive but 
with syphilitic manifestations of disease, or the child may live for 
a time without any symptom or sign of disease,only to be affected 
later with some definite evidence of the disease which it 
inherits. 

C. Husert Roserts. 
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Deportation of Villi and its Significance. 


HitscuMann (Fritz). Zeits. fiir Geburts. und Gyndkol., Bd. liii., Ht. 1. 


Tu1s paper was written by Hitschmann to combat Veit’s contention 
that the trophoblast does not exert a destructive action on maternal 
tissue. It is difficult to do justice to Hitschmann’s arguments in a 
short abstract. From the study of numerous sections of pregnant 
tubes the author is convinced that Veit is wrong in differing from 
almost all other writers on the subject, and that trophoblast docs 
actively open up maternal vessels by destruction of parts of their walls. 
Veit has written much on the subject of deportation of villi, and has 
held this phenomenon responsible for pigmentation of the skin, 
eclampsia, ete. Hitschmann finds that serial sections show that most 
of these “deported” villi are really still in direct connection with the 
chorion, i.e., that there is no solution of continuity although Veit 
describes them as being still alive though separated from the main 
villus stems. Hitschmann asks why should these villi, which 
are living in veins, produce toxins any more than the villi which are 
living in intervillous spaces. He considers that under the head- 
ing of “deported villi” Veit has described two different conditions :— 
(1) villi in tubal pregnancy which are still in connection with the 
main stems; and (2) villi which are separated from the ovum and 
may be carried away to any distance in veins. The former condition 
is physiological and has nothing whatever to do with deportation of 
villi. The latter condition is a true deportation and explains the 
occurrence of primary chorion-epitheliomatous tumours outside the 
uterus, but the significance attributed to these two conditions by 
Veit is incorrect in both cases. 

Henry RusseLL ANDREWS. 


The Fate of Placental Emboli after their Deportation. 
Scumort (G.). Zentral. fiir Gyndkol., 1905. No. 5. 


Tuer author has been led to investigate the above question by the 
clinical fact already well-established that primary chorion-epithelioma 
occurs in the vagina, brain, and other organs more or less remote 
from the placental site. He had at one time explained this 
phenomenon by concluding that there must have been a new growth 
n the placenta, and that both placenta and neoplasm were expelled 
together in the third stage of labour. Marchand, however, did not 
consider this hypothesis at all necessary to account for the facts, 
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but considered that deported cells from a normal placenta have the 
power of |chorion-epitheliomatous proliferation. 

Most authors, including Schmorl himself, are now inclined to accept 
Marchand’s view. Schmorl has investigated material obtained from 
the autopsies of 150 women who died in various stages of gestation 
and child-bed. He finds that placental emboli are extremely frequent 
in the lungs. This was most marked in 83 cases of eclampsia, and 
less pronounced in cases in which death occurred from other causes. 
Placental emboli were found in subjects in whom labour pains had 
not commenced, and even in cases where pregnancy was in its early 
stages. Actual deportation of chorionic villi within pulmonary 
vessels was only observed in cases where there had been delay in 
labour with mechanical injury to the placenta from manual 
separation, as in placenta previa and ruptured uterus. 

Schmor] insists that deportation of chorionic villi into the lungs 
is not the rule, nor is it a frequent occurrence in normal labour. Nor 
has he, moreover, by serial sections, been able to prove that such can 
be found in the uterine veins as stated by Poten. What is the fate 
of such deported placental cells as can be found in the lungs of 
pregnant and puerperal women? In the 150 autopsies Schmorl found 
by examination of the lungs that only in two, or three, cases were there 
proliferative changes in the cells composing placental emboli. In 
the two undoubted cases the placente were abnormal. In three cases 
of vesicular moles in which the lungs were examined, proliferation 
was taking place in the pulmonary emboli, and the author is disposed 
to think that these progressive changes occur only in cases where 
there is degeneration, in the sense of vesicular disease, of the 
placenta from which the deported cells are derived. 

Curupert Lockyer. 


Decidual Cell Formation on the Appendix Vermiformis in 
Tubal Pregnancy (Periappendicitis Decidualis). 


Hirscusere (A.). Archiv. fiir Gynikol., 1905. Bd. 74, Ht. 3, p. 620. 


Decrpvat cells were first described as existing on the peritoneum in 
intra-uterine gestation by Pels-Leusden. Schmorl described the 
condition as constant in normal pregnancy and used the term 
“physiological decidual reaction of the peritoneum.” He depicted 
macroscopic tubercles composed of decidual cells on the posterior 
surface of the uterus, on the round ligaments and also on the surface 
of the ovaries. Lindenthal described decidual cells in the ovarian 
stroma. 
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Decidual cells have since been found by Walker on the 
peritoneum of the bladder, and by Schmorl and Kinoshita upon the 
serous coat of the rectum. By continuity of tissue, decidual cells have 
also travelled along adhesions to neighbouring organs. Prochownick 
discovered them on the great omentum, which adhered to an extra- 
uterine gestation sac. 

The author states that hitherto decidual cells have not been found 
upon the vermiform process, so that the following case is unique. 
Last March Landau removed a gravid tube from the right side and 
together with it, the adherent appendix vermiformis. The appendix 
was 6c.m. long, its mesentery contained much fat, its diameter was 
six millimeters. The surface was reddish-brown and roughened by 
adhesions. Qn section the serosa and subserous tissue appeared 
thickened, and injected. On the serosa were found by microscopic 
examination, discrete groups of cells characterised by their large size 
(18 » to 30 » in diameter), by their round or oval vesicular nuclei 
(12—14 » in diameter), containing distinct nuclear bodies. The 
protoplasm of these cells was homogeneous and stained deeply with 
hem-alum. The cells varied in shape; some were triangular, others 
polygonal, others were round or flattened. The individual cells were 
separated by a network of homogeneous material. Such cell groups 
were found both on the appendix and upon its mesentery. These cells 
have their origin from the fixed connective tissue elements of the 
peritoneum; in fact they arise by a transformation in shape of the 
peritoneal endothelium. They are hypertrophied endothelial cells. 
The author asks if this decidual reaction of the serosa of the appendix is 
constant in right-sided tubal pregnancy? In another case in which 
the appendix was adherent to a right-sided gestation sac, Hirschberg 
found no decidual masses on the former organ after its removal. 
Periappendicitis decidualis is not dependent, in his opinion, upon 
adhesions between the appendix and a gravid tube. 

Curupert LOCKYER. 


The Employment of Bossi’s Dilator. 


Bossi (L. M.). Varese, 1903. Zentral. fiir Gyndkol., 1905, No. 7. 


Tue author has collected a large series of cases from various clinics 
outside Italy, where the employment of his own instrument has been 
used to effect accouchment forcé. He obtains his statistics principally 
from Prague, Dresden, Vienna, Berlin and Copenhagen. He appends 
an account of 62 previously unpublished cases from his own clinic. 
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In every instance the operation was carried out successfully and with- 
out a death. The average duration of the delivery was 24 minutes. 
He further describes the recent improvements in his instrument. 
The latest model weighs 576 grammes. It is easy to take to pieces, 
and therefore sterilisation is simple. 


CurHBert Lockyer. 


Vaginal Cesarean Section. 
JeERIE (J.). Cusopis lékaru ceskych., 1904, p. 1,168 and Zentral. fiir 

Gyndkol., 1905, No. 7, p. 222. 
Tue author has collected a series of cases of vaginal Cesarean section 
with secondary vaginal extirpation of the uterus, and has added a 
case from the Clinic of Pawlik. The details of the latter are shortly 
as follows:—the patient, a v.-para, was aged 40 years. At the 
termination of a normal pregnancy the cervix was found to be the 
seat of an excavating carcinomatous ulcer. The parametrium was 
not infiltrated. As no progress was made after the patient had been 
in labour for 24 hours, Diithrssen’s vaginal Cesarean section, together 
with vaginal hysterectomy, was carried out. The child lived and the 
mother was discharged from the hospital “cured.” Jerie collected 
25 similar cases with a maternal mortality of 177 per cent. 
Dihrssen’s operation had been performed 18 times for eclampsia, 
with five deaths, giving therefore a mortality of 27'7 per cent. To 
these cases the author adds four others from Pawlik’s Clinic hitherto 
unpublished : — 

1. A vii.-para, aged 38 years, had 64 fits in 24 hours at the full- 
term of pregnancy. There was 5 per cent. albumen in the urine. 

iihrssen’s vaginal Cesarean section was performed, and a dead child 
was extracted. The mother died directly after the operation. 

2. A i.-para, aged 23 years, had 16 fits and 5 per cent. albumen 
in the eighth month of gestation. Vaginal Cesarean section was 
done and the child died. The mother lived, and two years later 
underwent a normal labour. 

3. A i-para, aged 20 years, had at the beginning of the eighth 
month of pregnancy, extensive edema; 5 per cent. albumen; coma 
and three fits. Vaginal Cesarean was done; the mother lived; the 
child died ten hours after birth. 

4. A i.-para, aged 43 years, had edema at the ninth month‘ 
12 per cent. albumen; two fits. Vaginal Cesarean section was per- 
formed; both the mother and child lived. 

The author has also collected cases where Dihrssen’s operation 
has been performed for other indications besides cancerous cervix 
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and eclampsia, viz., after vaginal fixation, rigid cervix from scar 
formation, placenta previa, ete. He considers this operation facile 
princeps for operable carcinoma of the cervix at full-term. With 
regard to its value under other indications, it is premature to speak. 
CurHsert Lockyer. 


Pubiotomy and Enlargement of the Pelvis. 
Van CavvenserGue. L’Obstétrique, January, 1905. 


Tuts writer prefers the term pubiotomy to hebotomy for the lateral 
division of the pubes. In this paper he gives the results of experi- 
ments on the cadaver in seventeen cases. The subjects were of 
various ages, varying from 21 to 74, and the dilatation was in several 
cases carried to the extent of breaking one or other sacro-iliac joint. 
The measurements of ten diameters are given in a series of tables. 
He found that generally the increase in size was greater on that side 
on which the section was made. He did not find any great advantage 
in gain of space by dividing the pubes on both sides. The separation 
of the divided bones by 3 centimetres gives an increase of 1c.m. in 
the conjugate, of 1°4 c.m. in the transverse, and about 1°3 c.m. in both 
oblique diameters. Separation beyond 4¢.m. is liable to damage 
the capsule of the sacro-iliac joint. As the enlargement is greater 
on the divided side, it is preferable to operate on the side on which 
the foetal occiput is lying. The operation is less likely than 
symphysiotomy to damage the bladder or urethra. Dr. Van Cauven- 
berghe’s work was done in Dresden. 

E. H. Ovrpmant. 


Life Assurance of Infants. 
Bupin. L’Obstétrique, January, 1905. 

In March, 1903, Prof. Budin published a report made by him to the 
Académie de Médicine, in which he drew attention to the bad results 
of infant assurance, especially in the French provinces adjacent to 
Belgium. In the current number of L’Obstetrique he relates that 
the Académie forwarded his report to the Government, with the result 
that in December, 1904, a law was promulgated forbidding the 
assurance against death of children under twelve years of age; but 
exception is made in favour of contre-assurances to assure repayment, 
in case of death, of premiums which have been paid on policies 
contingent on the survival of the “life.” It is probable that a 
similar law will soon be passed in Belgium. Our own Government 
is scarcely so open to a hint from the profession. 

E. H. OLIpHant. 
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GYNAECOLOGY. 


Uterine Fibro-myomata and the Causes which favour their 
Production and Development. 


Pinarp (A.). Annales de Gynécol. et d’Obstét., January, 1905. 


In a very interesting paper Pinard sketches the bibliography of 
fibroids, and pays tribute to the work done in former years by such 
authorities as Bayle, Levret, Vogel, Cruveilhier and _ others. 
Summing up from these, and from his own extensive experience, 
Pinard formulates a rudimentary compendium which cannot fail 
to be of interest both to the practitioner and the accoucheur. 

Thus every practitioner should know that the commonest disease 
of the womb is caused by tumours composed of fibrous and muscular 
tissue in an undetermined proportion, termed fibro-myomata 
(hysteromata). That these fibro-myomata may be regarded as 
parasites of a benign nature. That these fibro-myomata may develop 
anywhere in the uterus. That these fibro-myomata only grow during 
the period of genetic activity of the woman, never before puberty or 
after the menopause. That there may be a solitary fibro-myoma or 
several, or a uterus may contain twenty or thirty or even more. 
That the size of fibro-myoma may vary from that of a pin’s head 
to a mass weighing 20 or 30 kilogrammes or more. That fibro- 
myomata, according as they are sub-mucous or sub-peritoneal, may 
become intra-uterine polypi or form large sub-peritoneal or intra- 
abdominal growths. That fibro-myomata seem to possess “une vie 
propre,” but a very unequal one; they develop in a particular manner 
of their own, and follow laws which are at present undetermined. 
That fibro-myomata may remain stationary or diminish after the 
menopause. That fibro-myomata have a special pathology, and 
present numerous modifications, and, following the dicta of 
Cruveilhier, may present such pathological characteristics as edema, 
hemorrhage, fatty degeneration, cystic degeneration, infection, 
gangrene, cartilaginous changes, petrification, ete. That fibro- 
myomata, besides giving rise to functional troubles, such as 
menorrhagia, metrorrhagia; and pressure symptoms,— urinary, in- 
testinal, circulatory and nervous—may also give rise to lesions 
primarily of a mechanical character in relation to the appendages, 
tubes and ovaries. 

The accoucheur should remember that during pregnancy fibro- 
myomata participate in the general uterine hypertrophy. Some 
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fibroids seem to have their growth arrested at the moment of 
impregnation, and such remain stationary. Some fibro-myomata 
undergo softening, but this is not necessarily a result of pregnancy, 
indeed it may be an accident. Fibro-myomata which grow with 
pregnancy, may determine according to their position, a vicious 
insertion of the placenta on the inferior segment, or by deforming 
the uterine cavity may cause abnormal presentation of the fetus. 
During labour fibro-myomata, from their position or size, may lead 
to difficult delivery. 

At the Clinique Baudelocque, from January 1, 1895, to January 1, 
1905, out of 21,981 labours, 171 cases of fibro-myomata complicating 
pregnancy were observed; out of these 35 cases necessitated 
interference. During the third stage fibro-myoma rarely cause trouble. 
In the lying-in and subsequently, fibro-myomata may diminish in 
volume, especially if the function of reproduction (z.e., lactation) 
is complete. 

Pinard’s paper continues with a consideration of the etiology of 
fibro-myomata, of which he admits we know little or nothing, in spite 
of the researches of such authorities as Cohnheim or Kleinwachter. 
A point of great interest in the paper is a short discussion of 
the theories of Bayle, Cruveilhier, Gusserow, and others, on the 
question of the relation of the growth of fibroids to sterility. 
Gusserow maintains that it is not sterility which favours the growth 
of fibro-myomata, but that the fibro-myomata cause the sterility. 
However, Bayle, Emmett, Cruveilhier, and Hofmeier take the 
opposite view, and hold that the absence of pregnancy favours the 
production of fibroids. Treub also supports this theory, maintaining 
that the want of, or the early cessation of, all the processes of 
reproduction favours the growth of fibroids, or is a very important 
etiological factor. Pinard himself upholds this view, and has long 
held that “ the inobservance of the complete function of reproduction 
is the cause which favours the growth and development of fibro- 
myomata.” Further, he holds that late fertilisation (i.e., primary 
sterility) and voluntary sterility (7.e., secondary sterility) are also 
etiological factors. Voluntary sterility may be instanced by a 
woman who, having had one or two children, then remains sterile 
for the rest of her life. Primary sterility is really late fertilisation, 
and undoubtedly occurs. Pinard rather quaintly puts it also in 
another way, “that if in the labour ward you find a primipara aged 
30 or over, ‘cherchez la fibrome.’” 

Next turning to the statistics of the Clinic Baudelocque in support 
of these views, Pinard finds that 21,891 women were delivered 
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between January Ist, 1895, to December 31st, 1904. Of these 171 
were complicated by fibroids. Of the 171 cases, 94 were primipare 
and 77 multipare. Of the 94 primipare, 80 were aged 30 or more, 
and 93 were aged 25 or more. Another interesting table shows the 


women operated on for fibro-myomata at the Clinique Baudelocque 
from 1893 to 1904:— 


Among these latter 

Those having had one pregnancy ... ... ... ... 18 

Those having had two pregnancies... ... ... ... 14 

Those having had more than two pregnancies ... 9 


Of the total 68 women only one had not reached the age of 30 
(she was 29) and was 27 when she first became pregnant, 6 were 
over 20 years of age, 26 were aged between 30 and 40 years, and 
35 between 40 and 50 years. Of the 41 women who had been 
pregnant, 25 had not been pregnant for 15 years, and 30 had not 
been pregnant for 10 years. 

Pinard finally concludes that fertilisation, in order to be a real 
safeguard against the production and development of fibro-myomata, 
must also be followed by all the physiological stages which constitute 
the real function of reproduction. Thus abortion borders on sterility, 
while gestation, going to term but not followed by lactation, is an 
insufficient safeguard against the development of fibroids. 

Pinard comments on the frequency of the inobservance of the 
complete function of reproduction at the present day, but at the 
same time admits that it is certain that predisposition, hereditary 
or not, also plays its réle in the production of uterine fibro-myomata. 

C. Huserr Roserts. 


On the Relative Value of the Various Operations for 
Fibromyoma Uteri. 


Monats. fiir Geburts. und Gyndkol. Bd. xxi., 
Heft 2. 


Tue author presents tables setting forth the particulars of 105 
abdominal operations for fibro-myoma out of about 200 cases, giving 
an operative percentage of 52°5, not including cases of submucous 
polypoid growths. All these operations were performed for some 
definite indications, the author holding that a myoma which causes 
no symptoms requires no operation. The indications were those 
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commonly considered sufficient reasons for operation, such as 
excessive hemorrhage, rapid growth, pressure symptoms, pain, ete. 
The methods employed were:—Removal of pedunculated sub- 
peritoneal fibroids, 5 cases; enucleation, 12 cases; supra-vaginal 
amputation, 75 cases; and panhysterectomy, 13 cases. The mortality 
from these operations was 0°94 per cent. (one solitary case). An 
attempt was made to trace the after histories of those cases which 
were operated on previous to the end of 1903, 90 cases in all, from 
whom 74 replies were received, a very satisfactory result. Of these 
74 cases 56 were quite free from troubles, 15 had some troubles, and 
three had died. Forty of the supra-vaginal amputations, or 75°5 per 
cent., were quite well; 11, or 20°7 per cent. had troubles, and 2 were 
dead. Six of the enucleations were healthy, 4 had troubles; 60 per 
cent. and 40 per cent. respectively. Of the panhysterectomies, 8 of 
those who answered were healthy, 88°9 per cent. of the total number. 
Of the pedunculated growths, 2 (the only answers) were healthy. 
If so small a number of cases can be taken as worth anything from 
a statistical point of view, this shows that panhysterectomy is to be 
preferred to supra-vaginal amputation, and the latter to enucleation. 
The latter operation of necessity must be partial in many cases, 
because it is impossible to find small commencing growths. As a 
result one would expect recurrences, and so it turned out in the 
authors’ tables, for 3 out of 4 enucleations who complained of 
troubles had recurrent growths. In 3 out of the 105 cases carcinoma 
was present in addition to fibroids, and of these 1 died ten months 
later, and the other two were alive four and three years respectively 


after operation. 
Tuomas G. STEVENS. 


Hysterectomy for Cysts of the Ovary. 
Lenormant (C.). Annales de Gynécol. et d’Obstet., January, 1905. 


THREE cases where removal of the uterus was found necessary are 
quoted by the author. In one case the ovarian cyst was very 
adherent to the posterior surface of the uterus, and in two others, 
besides a cyst included in the broad ligament, the uterus contained 
fibroids, and was considerably enlarged. At the operation it was 
found impossible to remove the broad ligament cysts without 
removing the uterus first. Lenormant gives the bibliography of the 
operation up to the present time, and, after a somewhat lengthy 
discussion of various points and various views held by the authors 
he quotes, terminates his paper with the following conclusions : — 
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1. Abdominal hysterectomy is justified (a) in all cases where cysts 
or tumours of the appendages invade the uterus secondarily; 
(6) in all cases of ovarian cysts associated with fibroma of the uterus, 
except in young women with a unilateral cyst and a fibroma capable 
of being enucleated and the uterus thus preserved. 

2. Abdominal hysterectomy is an operation of necessity (a) in 
cysts of the ovary intimately adherent to the uterus; (6) in cysts of 
the ovary with a very large pedicle or where the pedicle is friable or 
bleeding; (c) in cysts of the ovary whose removal involves an 
extensive denudation of the uterus; (d) in intra-ligamentary cysts 
where complete removal appears impossible. 

3. Abdominal hysterectomy is an operation of election in women 
near the menopause when at the time of operation bilateral papillo- 
matous cysts are discovered. It is also advisable, when bilateral, 
mucoid, multilocular, bossed or semi-solid tumours exist, or if the 
tumour has any suspicious characters suggesting malignancy, or is 
evidently malignant, even when the uterus appears absolutely normal. 
C. Husert Roserts. 


Axial Torsion of the Uterus. 
Barozzi. La Gynécologie, December, 1904. 


Tu1s somewhat rare condition was first fully described by Schultze 
in 1898. Up to the present time about 50 cases have been recorded. 
Axial torsion of the uterus must be distinguished from torsion of 
pedunculated fibroids on their own axis. The torsion of the uterus 
is usually brought about by the presence of fibroid tumours growing 
from the fundus, sometimes by ovarian tumours either cystic or solid. 
In the latter case the ovarian tumour is usually found to have itself 
undergone axial rotation. 

The cases can be divided into two classes, viz., acute, and subacute 
or chronic. In the former there is nearly always free fluid in the 
abdominal cavity, sometimes serous, sometimes blood-stained or 
frankly hemorrhagic. In these cases adhesions, if present at all, are 
usually unimportant. In slow and progressive cases there is often no 
ascites, but on the other hand, the adhesions may be numerous and 
dense. These firm adhesions are the cause of grave danger to life, 
whether the patient be operated on or not. Extreme congestion, 
going on to gangrene of the fibroid tumour, may result from the 
torsion. Gangrene, however, is only recorded in two cases. In one 


case the tubes were transformed into thin-walled sacs filled with 
15 
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blood. The symptoms may be slight or may be very severe, re- 
sembling those due to internal hemorrhage. There may be several 
attacks of pain and collapse with longer or shorter intervals of 
comparative freedom. Axial rotation of the uterus is one of the 
gravest accidents to which women with uterine fibroids are liable. 
Without operative interference death from hemorrhage or peritonitis 
is inevitable. Differential diagnosis hasto be made from appendicitis, 
retro-uterine hematocele and internal strangulation. The ideal 
treatment is to remove the tumour and leave the uterus, but this is 
unfortunately often impossible to carry out. 

Henry RvssELL ANDREWS. 


Pregnancy Occurring in a Tube which was the Seat of Acute 
Purulent Inflammation. 


HirscuMann (Fritz). Zeits. fiir Geburts. und Gyndkol., Bd. liii., Ht. 1. 


Ir has been usually held that acute salpingitis renders impossible the 
embedding of an ovum in the tube wall. A few cases that disprove 
this contention have already been recorded. Hitschmann describes a 
case of tubal pregnancy in which the tube wall contained an abscess, 
and only a narrow band of muscle lay between the pus and the 
chorionic villi. The external part of the tube, i.e., the part between 
the ovum and the ostium abdominale, showed no trace of inflamma- 
tion. The isthmus, on the other hand, was acutely inflamed. The 
author considers that the spermatozoon probably ascended the other 
tube to reach the ovum. 

In some of the arteries the cells of the tunica intima had under- 
gone a decidua-like proliferation. The veins had been opened up by 
the trophoblast to such an extent that the whole ovum lay practically 


inside maternal veins. 
Henry Russert ANDREWS. 


Lutein Cysts in Association with Chorion-epithelioma. 
Kress. Zentral. fiir Gyndkol., 1904. No. 49. 


Tue writer in demonstrating a chorion-epithelioma malignum which 
was associated with two lutein cystomata, both of which were the size 
of a fist, remarked that the view of Pick which attributes the chorion- 
epitheliomatous reaction in the uterus to an excess of lutein-substance 
required the support of further evidence. Indeed, observers were 
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awaiting further publications on this subject. L. Fraenkel drew 
attention to the work of Strahl, Kossman, and Chipman, all of which 
opposed the above view of Pick. These observers showed that in 
dogs there is an early fusion of maternal and chorionic epithelium. 
The maternal epithelium soon, however, disappears, and then the 
chorionic epithelium alone covers the edge of the placenta without 
in the least suffering any change in histological features. If Krebs’ 
demonstration carries weight, then it must be argued that not only 
in the very early stages but also throughout the whole life history 
of the chorionic epithelium the lutein tissue must exert its influence. 
CuTHBert Lockyer. 


The Relations between Epilepsy and Menstruation. 
Macurn (Mavrice). L’Echo Médical du Nord, December 25th, 1904. 


Tuart there is some relationship between the function of menstruation 
and the occurrence of epileptic fits has been known for a long time, 
but there are few observations which show such an intimate 
connection between the two states as to prove that they have made 
their first appearance simultaneously, and that thereafter every 
menstruation has been ushered in with epileptic seizures. This is 
the point which makes the following case of interest :— 

The patient, a single woman, 31 years of age, had always been 
healthy. She had no fits during infancy, but when five years old 
had violent fits of temper. At these times she developed a peculiar 
convulsive cough, in all respects resembling whooping cough. When 
17 years old she had a great fright, and after that the first epileptic 
fit occurred. It was noted that she was then, for the first time, 
menstruating. Since then the fits always occurred at the menstrual 
periods. When 20 years old she became pregnant. The last periods: 
before this were, as usual, accompanied by fits, but afterwards there 
was a complete cessation of the attacks, and throughout the whole 
course of pregnancy no fits occurred. The labour was normal, and 
the child, a female, is now ten years old, and healthy. On the 
re-appearance of menstruation the fits returned, and afterwards each 
menstrual period came on with epileptic seizures, as was the case 
before pregnancy occurred. The seizures were typically epileptic 
in character, and were followed by sleep, and then mental hebetude 
remained for two or three days. Sometimes there was only a single 
fit, but generally there were two or three, and there was no 
micturition or weeping afterwards or other evidences which might 
suggest that the attacks were hysterical in origin. 
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The striking point in this case is the very intimate connection 
between the epileptic attacks and the menstrual periods. Before the 
establishment of menstruation the patient during her fits of violent 
anger, had a convulsive cough, which Maguin is disposed to regard 
as a form of masked epilepsy; no typical seizures occurred before 
the first menstrual period. The epileptic crises stopped entirely 
during pregnancy, and again re-appeared at each menstruation—in 
this case they invariably accompanied menstruation. Hence the fits 
made their appearance in a manner as mathematical as the occurrence 
of the function of menstruation; and, as the author puts it, may be 
looked upon as a “cerebral discharge” accompanying the normal 
“genital discharge” of menstruation. 

NicHotson. 


Three Cases of Post-Operative Vomiting and the Technic of some 
Mechanical Means of Treatment. 


Cuase (Ricuarp F.). Annals of Gynecology and Pediatry, December, 
1904. Vol. xvii. No. 12. 


1. Vomited from the completion of a double salpingo- 
odphorectomy till the evening of the fifth day. On the afternoon of 
of the fifth day a nutrient enema was given, some of which escaped 
by the abdominal wound, the result of a tear presumably in the colon 
or rectum. By the fifth day the patient appeared to be dying, the 
vomit being of a fecal nature. Several ounces of fecal matter were 
aspirated from the stomach, which was then thoroughly washed out 
and 12 ounces of salt solution left in, and from this time her recovery 
was uneventful. 

Case 11. The vomiting came on after a hysterectomy and was 
due to a twist in the intestine just above the ileo-cecal valve, which 
was relieved by a secondary abdominal section four days later. 
Vomiting continued more or less after this for five days, complicated 
with delirium. She was treated by aspiration of stomach contents, 
lavage and saline solution, and recovered. 

Case m1. Three days after laparotomy bad uncontrollable 
vomiting of a fecal nature set in. Aspiration, lavage and salt solution 


doing no good, the abdomen was opened, an obstruction found and 


relieved, but the patient died whilst under the anesthetic. 

In all three cases many of the various remedies for vomiting had 
been tried by the mouth and rectum, but all without success.. 

In Case No. 1 lavage and introduction of salt solution at once 
cured the patient. 
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In Case No. 2 the result was not so brilliant, and this was due, 
the author thinks, to his not having used salt solution from the first. 

In Case No. 3 vomiting stopped in five hours after the intro- 
duction of salt solution. 

The author thinks the salt solution acts as a stimulant to the 
patient generally, and also to the intestinal wall, since it appeared 
to aid evacuation of the bowels. Another method of treatment in 
these cases is drawn attention to, that of high enemata and inflation 
of the colon, the latter treatment being easily carried out with a 
rectal tube to which an inflation tube is attached. 

The author’s method of giving colon injections is as follows :— 
Patient on right side, legs moderately flexed. Rectum is evacuated ; 
a 30 in. stiff colon tube is anointed with olive oil, the tube is then 
passed till a resistance is met, a bulb of water is then gently injected. 
This clears and distends the gut for the passage of the tube and is 
repeated if another obstruction is met. When the tube has passed 
24 in. its distal extremity is located by means of the stethescope; by 
listening for the maximum intensity of the gurgle produced by the 
injection of a bulb of air or water it is usually found in the vicinity 
of the splenic flexure of the colon. A sufficient enema may be given 
with a quart or less of fluid. This method obviates the danger of 
rupture of the colon arising from the use of Jarge quantities of fluid. 
The same method may be employed in the administration of nutrient 
enemata, and it possesses these advantages: (1) larger enemata, 
8 to 16 ounces, may be given; (2) better absorption occurs. 

Comyns BERKELEY. 


Post-operative Anuria. 


Betacu (Guiserre). Annals of Gynecology and Pediatry, December, 
1904. Vol. xvii. No. 12. 


Tue author describes a case of anuria after a vaginal hysterectomy 
performed by Professor G. D’Urso, ventures an explanation of its 
cause and describes the details of an experimental research on a 
cadaver undertaken with a view to support his theory. 

The utero-vesical and Douglas’s pouch having been opened the 
right broad ligament was seized by two clamps from below upward 
and then divided, thus freeing the uterus on this side. Owing to 
bleeding during this part of the operation it was considered necessary 
to hurry and so the uterus was inverted anteriorly, the left broad 
ligament seized with clamps from above downwards, and the uterus 
removed. 
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In the afternoon, on passage of the catheter, no urine was found 
in the bladder. In the evening the same result was obtained. The general 
condition remained excellent but lumbar pains were complained of, 
especially on the left side. Repeated catheterisations failing to give 
any results the clamps were removed after thirty hours instead of— 
as was the custom—forty-eight. As soon as the clamps were removed 
the urine began to flow through the catheter in drops and the lumbar 
pains disappeared. The patient quickly recovered without any other 
bad symptoms. 

What was the cause of the anuria? There were no operative 
wounds in the bladder or ureter, neither could the ureters have been 
caught in the clamps, since thirty hours compression by Klemmer’s 
clamps must have caused necrosis of the ureteral wall with a resulting 
uretero-vaginal fistula, and yet the anuria must have been due to the 
application of the clamps, as it was at once cured on their removal. 

The author considers that the cause was mechanical and due to 
indirect compression, occlusion, or torsion of the left ureter, the right 
kidney failing to secrete owing to a reflex disturbance. This 
mechanical obstruction to the left ureter was due to the method in 
which the clamps were applied, since on this side they were applied 
from above downwards, so that when the uterus was removed they 
fell over and caused a twisting of the left broad ligament, whereas on 
the right side the clamps being applied from below upwards the right 
broad ligament was not twisted. 

Comyns BERKELEY. 


Carcinoma and Statistics. 


Kortewec (J. A.). Nederl Tigdschr. voor Genceskunde, 1903, vol. i., 
No. 19 and Zentral. fiir Gyndkol., 1905, No. 7, p. 224. 


Tue many statistics in which the duration of life in operable and 
inoperable carcinomata is compared, are unsatisfactory, as the cases 
are not comparable, the inoperable being the most unfavourable. 
The relative degree of malignancy appertaining to individual growths 
ought to be taken into account. From a survey of numerous statistics 
the author has come to the conclusion that early operation with 
improved and more radical methods will not influence to any great 
extent the mortality, nor prevent the recurrence of carcinoma. He 
thinks the character of the growth itself decides this question in 
every instance. The author, moreover, does not regard deep-seated 
cancer, ¢.g., that situated in the stomach and rectum as more un- 
favourable than growths which are more accessible, since published 
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results seem to prove that the percentages of cures are equally favour- 
able in these cases and in more superficially situated malignant 
tumours. The question of how much suffering is entailed prior to 
death is of more importance than the mere consideration of a radical 
operation in cases of malignant carcinomata. No statistical opinion 
as to the value of incomplete removal is at present forthcoming. The 
author concludes by saying that the question of operation should be 
considered early. 
CurHBert Lockyer. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Annual Meeting, Wednesday, February Ist, 1905, Epwarp MAtins, 
M.D., F.R.C.P., President, in the Chair. 


A New OpgErRATION FOR THE CuRE OF VAGINAL CYSTOCELE. 


Dr. Hey Groves read a paper on a new operation for the cure of 
vaginal cystocele. Vide p. 187. 

Dr. CuLLInGworTH expressed the opinion that the profession would 
welcome any suggestion towards a more radical and scientific treatment 
than that hitherto adopted. The principles upon which the operation 
described were based appeared to be sound. But he wished to know 
whether separation of the vaginal wall from the urethra and the lower 
part of the bladder was usually as easy as had been described in the 
paper. And he was also inclined to think that, in the class of patient 
suffering from cystocele and at the age when relief was usually sought, it 
would not be very easy to find the separated borders of the Jevatores ani. 
He hoped that, in order to judge of the value of the operation described, 
an account of the case would be given as to the then condition of the 
patient some few years hence. 

In reply, Dr. Hey Groves stated that the patient’s age was 35, but that 
he anticipated that the operation would be even more serviceable in old 
women, because in them the levatores ani could be stitched together for a 
greater extent regardless of encroachment upon the vaginal outlet. He 
had not found any difficulty in separating the anterior vaginal wall 
from the urethra and bladder. 


WANDERING SPLEEN Formine Petvic Tumour. 


Dr. Frank Taytor showed a wandering spleen which had simulated 
an ovarian tumour and had caused retroversion of the uterus. It was 
contained within the pelvis and so had not given rise to any abdominal 
enlargement or tumour. It was removed by operation from a married 
multipara, aged 29, who had complained of pain in the left side, back, 
and legs. 

The Presipent said that the difficulty in making an accurate diagnosis 
between an enlarged spleen and ovarian tumour was something greater 
than would appear. He called to mind a patient he had seen some years 
ago with Sir Spencer Wells. A diagnosis of ovarian cystic tumour was 
made, but on operation it turned out to be a much enlarged spleen. He 
remembered a similar case of a spleen mistaken for ovarian tumour, 
where the spleen was much displaced and the pedicle axially rotated. He 
removed it with complete success. 

Dr. Herwoop Situ said that a similar case was sent up to him from 
the country as an ovarian tumour. He made out that the tumour was a 
displaced spleen, Mr. Bland-Sutton removed it at his request. She did 
very well and remained well. 
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TuseRcuLous Disease OF THE Bopy or THE UTERUS (PROBABLY PRiMaRyY). 


Mr. J. BLanp-SutTon showed this specimen removed by operation from 
a spinster, aged 46. She had suffered from menorrhagia for two years. 
A rounded body inseparable from the uterus could be felt in the hypo- 
gastrium. Owing to increasing hemorrhage and febrile symptoms, 
degeneration of a fibroid was diagnosed. Abdominal hysterectomy was 
decided on. The ovaries and tubes were left, but, with the exception of a 
small portion of the cervix, the uterus was removed. On opening the 
uterus a rounded sessile non-encapsuled tumour was found growing from 
the endometrium of the anterior wall. On section the tumour showed 
patches of caseation, and on microscopic examination tubercle bacilli were 
seen. The most important clinical feature of the case was its similarity 
to a degenerating submucous fibroid. 

Dr. Peter Horrocks said that he had seen several cases of tubercle of 
the lining membrane of the uterus, but in all the cases the endometrium 
of the cervical canal and of the corporeal portion was affected. The 
clinical features resembled cancer more than fibroid. 

The Presipent (Dr. Malins) then delivered the ANNUAL ADDRESS. 

The following list of Officers and Council for 1905 was read:— 

President. W. R. Dakin, M.D. 

Vice-Presidents. A. H. Freeland Barbour, M.D., Edinburgh; Amand 
Routh, M.D., B.S.; William Japp Sinclair, Knt., M.D., Manchester; 
Albert C. Butler-Smythe. 

Treasurer. George Ernest Herman, M.B. 

Chairman of the Board for the Examination of Midwives. John 
Phillips, M.D. 

Editor of Transactions. Herbert R. Spencer, M.D. 

Honorary Secretaries. Montagu Handfield-Jones, M.D.; Robert 
Boxall, M.D. 

Honorary Librarian. Arthur H. N. Lewers, M.D. 

Other Members of Council. Henry Russell Andrews, M.D.; Murdoch 
Cameron, M.D., Glasgow; Charles James Cullingworth, M.D.; Thomas 
Rumley Dawson ; Thomas W. Eden, M.D.; John Henry Ewart, Eastbourne ; 
John Shields Fairbairn, M.D., B.Ch.; Charles Arthur Goullet ; William 
Sampson Handley, M.S., F.R.C.S.; David Berry Hart, M.D., Edinburgh ; 
Arnold W. W. Lea, M.D., Manchester; Cuthbert Lockyer, M.D., B.S. ; 
Charles Hubert Roberts, M.D. ; David W. Roberts, M.D. ; Frank Rushworth, 
M.D.; Mary Ann Dacomb Scharlieb, M.D.; Walter C. Swayne, M.D., 
Bristol; Charles J. Wright, Leeds. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting, February 9th, 1905, Dr. Witu1am ALEXANDER, President, in the 
Chair. 


Dr. H. MacnavGutTon-Jones read notes of a case of Ascites wITH PELvic 
Symptoms, which proved to be due to a typical fibroma of the left ovary ; 
the tube was not involved, and the adnexa on the opposite side were healthy. 
He also read notes of a case of CarcinoMA oF THE Ovary, in which there 
had been neither pain nor any evidence of malignancy up to within six 
weeks of the operation which was undertaken for parametritis and 
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peritonitis. The tumour (exhibited) was adherent to a myomatous uterus 
in front, to the intestine and rectum behind ; neither tube was involved nor 
the other ovary. There was no ascites. 

After the discussion on these specimens, the Presipent, Dr. Winuiam 
ALEXANDER (Liverpool) then delivered his Inrropuctory ApprEss, 
embodying his own experience of the rise and progress of gynecology. 
When he was a student there was no gynecology worthy of the name. 
The abdomen belonged to the physician and “ inflammation” was a name 
which included many diseases which are now treated successfully by the 
surgeon or gynecologist. Abdominal tumours were, in the first instance, 
referred to the physician, and only when medical measures failed was 
the case handed over to the operator. Whilst the physician treated all 
the internal diseases of the abdomen, the obstetrician repaired any damage 
caused by parturition. But the obstetricians had but small experience 
in surgery, and did not often care to undertake it; and so these cases 
passed into the hands of the general surgeon. Gynsecology afterwards 
learned from medicine the mutual action of the genital organs and the 
rest of the system; from obstetrics, the changes due to pregnancy ; but it 
was to surgery that the greatest advances of the past fifty years were due. 
Surgery and gynecology had so much in common that a knowledge of 
the former was necessary for the successful practice of the latter. The 
earlier gynecologists were not surgeons, but were experts in the application 
of pessaries, and many were remembered owing to the instruments bearing 
their name. No examination was considered complete without the use of 
sound and speculum, instruments which bimanual palpation has rendered 
obsolete save for some specific purpose. One of the most serious operations 
of that day was perineorraphy, as shown by a report of 12 cases with 
two deaths. Abdominal operations were rarely performed, and generally 
ended fatally. Yet the surgery was excellent, and some operators, by 
instinctive surgical cleanliness, obtained much success. There was, 
however, no guide until Lister enunciated the germ theory of disease; 
the extensive use of carbolic acid followed, and worked wonders in general 
surgery. In 1877, when Lister came to London, Spencer Wells had 
reduced his mortality from 25°5 to 9 per cent.; with the carbolic acid 
spray he got still better results. Soon dissatisfaction was expressed at the 
irritation of the tissues caused by antiseptic dressings. Meanwhile 
bacteriology had developed, and hence arose the aseptic system of treating 
wounds. It is asepsis which explains the success of Wells, Tait, Bantock, 
and other apostles of cleanliness, who, without admitting the germ theory, 
had unwittingly lighted upon the practice of aseptic surgery. This is 
the highest development of the germ theory, and by no class of operators 
is it carried out more strictly or more successfully than by gynecologists. 
To the patient aseptic surgery affords greater comfort and safety, to the 
surgeon more certainty and greater success. The knowledge thus acquired 
once belonged to a few special men, but has now become diffused throughout 
the country, and aseptic gynecology is brought, as it were, to the doors 
of patients. I have been surprised at the excellence of the gynecological 
as well as surgical work performed in small hospitals and the valuable 
assistance that can now be obtained in distant places from men whose 
surgical instincts are kept fresh and clean in such hospitals. There are 
other improvements which have accentuated the success of both antiseptic 
and aseptic gynecology. Foremost among these is the Trendelenburg 
position in pelvic operations, then the avoidance of post-operative hernia 
by the methods of closing the abdominal wall, and the value of speed 
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in diminishing shock is well understood. Gynecology still affords an 
unexhausted field for future research and effort as long as the present 
high mortality of cancer of the uterus continues. Again, the nervous 
diseases of women require further study, and the conditions too often 
erroneously attributed to neurasthenia and hysteria require to be classified 
and their treatment formulated. Our present treatment of uterine 
displacement can hardly be termed rational; it would not be tolerated in 
the displacements of other organs. The causes of many forms of displace- 
ment are involved in obscurity, and urgently require elucidation. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Annual Meeting, held at Manchester, Friday, January 20th, 1905, 
Sir W. J. Sryciair, President, in the Chair. 


The following office bearers were elected :— 

President. D. Lloyd Roberts, M.D., Manchester. 

Vice-Presidents. Sir William J. Sinclair, M.D., and W. Walter, M.D., 
Manchester ; Owen Bowen, M.R.C.S., and Arthur J. Wallace, M.D., Liver- 
pool; J. B. Hellier, M.D., and A. C. F. Rabagliati, M.D., Leeds; John W. 
Martin, M.D., and Percival E. Barber, M.R.C.S., Sheffield. 

Honorary Treasurer. E. Octavius Croft, M.D., Leeds. 

Honorary General Secretary. W. E. Fothergill, M.D., Manchester. 


APOPLEXY OF THE Ovary. 


Dr. Hawkins AMBLER showed two specimens illustrating this condition. 
The first was from a married patient, aged 41, who went four days beyond 
a period, received a chill, and then had free hemorrhage for a week. A 
fortnight later she had influenza complicated with severe abdominal pain 
and with a uterine discharge of clots and sanious mucus. The uterus was 
large and tender, and on its left was a swelling the size of a hen’s egg. 
This proved to be a shell of altered ovarian tissue filled with a chocolate- 
coloured and putty-like mass. It was adherent to the uterus and to the 
colon, which was torn whilst the cyst was being freed. No pedicle was 
observed. The right appendages were buried in adhesions, the ovary 
being cystic. The patient made a good recovery. 

The second patient was single, aged 35, and had had three attacks, which 
appeared to be peritonitic, during the past year. To the left of and behind the 
uterus was a tender swelling as large as anorange. On operating the parietal 
peritoneum was found to be thickened. The cyst was found to represent 
the left ovary, and was adherent to uterus, rectum and colon. It ruptured 
during removal, 6 to 8 ounces of black treacly blood escaping. The patient 
was extremely neurotic, and by her violence and refusal of food and drugs 
precluded any possibility of recovery. She strained until, on the third 
day, intestine was forced through the abdominal wound. This was 
punctured to emit flatus, and an ounce of magnes. sulph. was then injected 
into the gut. The wound was then repaired, and thereafter the bowel 
acted freely. The vomiting ceased the next day, the abdomen became 
flaccid, and food and stimulants were retained ; but the patient died on the 
fifth day. The speaker regarded these two cases as instances of 
hemorrhage into the ovarian stroma, though the ovary in the first case 
might have been cystic. 


4 


226 Journal of Obstetrics and Gynecology 
Two Cases ILLUSTRATING THE PRODUCTION OF THE UTERINE SOUFFLE. 


Dr. J. B. Heturer described the case of a woman, aged 44, who had a 
myomatous enlargement of the uterus the size of a three months pregnancy. 
There was a very harsh, loud bruit on the right of the middle line, and 
a distinct palpable thrill could be recognised as synchronous with the pulse. 
There was albumen in the urine, but this was not regarded as a contra- 
indication for operation, which was required on account of hemorrhage. 
After removal of the uterus injection showed the presence of a large 
artery and a large venous sinus on the right of the uterus, and almost 
superficial. The patient made a good recovery. 

The second case was that of a woman, aged 46, who had a rapidly 
growing abdominal tumour, which pressed the uterus upwards and 
forwards so that it formed a visible prominence on the abdomen reaching 
34 inches above the pubes. The tumour itself reached from the pelvis to 
above the umbilicus, and gave a sense of fluctuation. Over the uterus, 
but not elsewhere, there was a soft blowing souffle. On opening the 
abdomen the uterus and appendages were seen to be normal; the tumour 
was retro-peritoneal, but was enucleated without difficulty, and on clinical 
grounds was regarded as a sarcoma. Dr. Hellier had not previously heard 
a souffle over a uterus which was not the seat either of pregnancy or 
myoma. The souffle was probably uterine, but might have been due to 
pressure on a vessel in the underlying tumour. 


A Dirricutty 1n D1raGnosis. 


Dr. Luoyp Rosgrts showed a liver enlarged by metastatic deposits, the 
primary lesion being cancer of the pancreas. A lobe of the liver, divided 
by a deep sulcus from the main mass, extended into the right side of the 
pelvis. Thus arose an interesting diagnostic problem, as, during life, 
the condition suggested the presence of a separate tumour of pelvic origin 
co-existent with enlargement of the liver. The liver weighed 19 pounds. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 


Meeting held at the Medical School, Sheffield, on February 17th, 1905, 
Dr. Luoyp Roserts,, President, in the Chair. 


MuttipLe Parovarian Cysts, witH Frsroi oF THE UTERUS. 


Dr. S. Buckiey gave the history of a woman from whom he removed 
both appendages and enucleated a uterine fibroid, the size of a hen’s egg, 
which had caused no symptoms. The operation was undertaken on 
account of the ovarian condition. On each side there were several small 
cysts connected with the parovarium. 


Dermoip Cysts oF THE Ovary. 


Dr. Fave.i showed an ovarian dermoid as large as a six months 
pregnancy which contained two teeth and a mammary gland with a well- 
marked nipple. Menstruation had remained regular, but had been painful 
for six months. The symptoms were slight, and the operation was 
complicated by very few adhesions. 


Dr. Sinctarr Wuire showed a dermoid of the ovary removed from a 
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girl, aged 13, who had never menstruated. No symptoms were present, but 
the cyst was everywhere adherent. It had been tapped before the patient 
was sent to hospital. The pedicle was twisted to the extent of two complete 
turns, the appendix being involved and being removed with the tumour. 

Dr. Donatp had recently removed a dermoid of the ovary from a 
patient 71 years old. It had grown rapidly, and caused pain for six 
months before operation. There were numerous dense adhesions in this 
case. 

H&MORRHAGE NEAR THE MENOPAUSE. 


Dr. Watuace mentioned three cases of hysterectomy on account of 
hemorrhage in women aged respectively 50, 51 and 53 years. 

The first patient, aged 50, had more or less continuous sanguineous 
discharge for nine months, and examination under anesthesia confirmed 
the diagnosis of carcinoma of the body. The operation of vaginal 
hysterectomy was facilitated by the use of Schuchardt’s incision of the 
vagina on the left side. Suppuration in the incision occurred in this, 
as in the author’s other cases, and he had also seen rapid recurrence of 
cancer in the scar in two cases. The uterus was enlarged and globular 
in shape. Anterior and posterior walls were both nearly covered by 
adeno-carcinomatous new growth. 

The second patient, aged 53, had ceased to menstruate for four years, 
when a thin discharge began. Some months later, after some loss of flesh, 
the uterus was removed by the abdominal route, the vagina being long 
and narrow. A gauze drain was passed into the vagina and was later 
replaced by a Sinclair’s glass drainage tube. The uterus was the seat of 
adeno-carcinoma affecting both walls. 

The third patient, aged 51, had suffered from menorrhagia for six 
years. When seen she was blanched by severebleeding. The enlarged 
uterus reached the umbilicus and was rounded. The cervix admitted two 
fingers, and the uterine cavity contained blood-clot, but no definite fibroid 
could be felt. Three weeks later the uterus had returned into the pelvis 
and the cervix was closed. Vaginal hysterectomy was done, the large 
uterus being delivered by means of wide incisions of the vaginal wall. 
Two distinct layers could be made out in the uterine wall—an outer of 
concentrically-arranged fibres, of the usual thickness of the wall of the 
uterus, and within this a thicker layer composed of thick fibrous trabeculze 
enclosing masses of muscular tissue. 

The Presipent thought the abdominal route would have been safer 
than the vaginal in the third case. 

Dr. Donatp said the tumour might have been incised instead of the 
vagina. He would reduce the object to be delivered rather than enlarge 
the outlet. He had tried and given up vaginal incisions before these were 
known as Schuchardt’s operation. 

Dr. GeMMELL thought it was generally wise to remove the uterus for 
hemorrhage near the menopause without absolute proof of malignancy. 
He had done so in one case in which microscopic examination of the 
specimen suggested that the operation was hardly justified. He had 
subsequently, however, to operate again for carcinoma of the ovary, which 
suggested that the previous hysterectomy was not only justified but should 
have been done still earlier. His experience of the para-vaginal incision 
of Schuchardt was not favourable, as he had seen bad suppuration in four 
cases, and had observed recurrence of cancer in the scar very soon after 
operation. 
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Ectopic GESTATION. 


Dr. Buckey mentioned a case in which the patient flooded in February, 
had a coloured discharge for eight weeks and then menstruated regularly 
three times before admission to hospital in October. A firm cystic tumour, 
consisting of the outer part of the left tube, was removed after breaking 
down adhesions. The wall of the cyst was }-inch thick, was composed of 
firm fibrous tissue and was lined by granulation tissue. The cavity 
contained blood-clot. No chorionic structures were found, and it appeared 


impossible to say whether the condition was or was not due to ectopic 
pregnancy. 


ABDOMINAL MyOMECTOMY FOLLOWED BY PREGNANCY. 


Dr. Donatp reported this case as an illustration of the advantage of 
myomectomy over hysterectomy in cases of solitary fibroid in women of 
child-bearing age. The operation was undertaken for the relief of pain 
and hemorrhage in a woman aged 31. There was a single soft fibro- 
myoma growing from the front and left side of the uterus and separating 
the layers of the left broad ligament. It was as large as a cocoa-nut, and 
was enucleated through an incision four inches long without opening the 
uterine cavity. Some buried silk stitches were employed in closing the 
bed of the tumour. Two years later the patient became pregnant, and 


in due course was delivered at term of a living healthy child, labour 
and puerperium being normal. 


AnomMALous Uterine Tumour. 


Dr. Donatp described the case of a woman aged 40, who for two years 
had noticed a hard lump in the abdomen, which had recently caused acute 
pain and had grown rapidly. Two portions could be palpated, the upper, 
which was soft, reaching three inches above the umbilicus, the lower and 
harder portion representing the uterus. The specimen removed consisted 
of the enlarged hard uterus with a soft vascular tumour of deep red colour 
springing from the fundus in a fan-shaped manner. On microscopic 
examination the hard portion proved to be fibroid, while the soft part was 
spindle-celled sarcoma. Whether these tumours were slowly growing 
sarcomata from the first or whether they were instances of fibro-myoma 
undergoing sarcomatous degeneration Dr. Donald considered doubtful ; 
but it seemed certain, he said, that in most if not all sarcomata developing 
in the mesometrium there was an initial period of fairly slow growth, and 
that it was only after some years that rapid growth began. 


Hysterectomy at SixtH Monru or PREGNANCY. 


Dr. Fave described a case in which it became necessary to remove 
the pregnant uterus at the sixth month on account of large fibro-myomata 
occupying a position in the lower uterine segment which rendered any 
other operation impossible as the pelvis was completely obstructed. The 
patient was confined in December, 1903, the labour being tedious, and 
the child, which presented by the breech, being still-born. Shortly after 
this labour the patient noticed a hard swelling in the left side. She 
became pregnant again in July, 1904. Acute pain with pressure symptoms 
affecting bladder and rectum supervened. Hysterectomy was performed 
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on January 18th. The right ovary was large and cystic, and was removed 
with the uterus and two large subserous fibroids which occupied the 
lower uterine segment. The cervix was elongated. The patient made a 
good recovery, the jaundice, which had been pronounced, clearing up 
quickly. Two weeks later the urine contained hardly a trace of albumen, 
though a large quantity was present at the time of the operation. 


Primary SarcoMA OF THE Ovary.—Dr. GEMMELL. 


Case 1. The patient was a girl aged 17, who began to menstruate 
when 15, but there was a history of 15 months’ amenorrhea. She 
complained of aching pain and noted that her waist had increased three 
inches in three weeks. The abdomen was distended by a hard solid 
tumour which reached the costal margin on the left and extended across 
the middle line. The tumour bulged into the pelvis. On September 5th 
the tumour was removed, the other ovary being then normal. She left 
hospital on October 3rd, and was re-admitted on December 14th, stating 
that there had been a painful period on November 5th, when clots were 
passed. There was a swelling in the left flank which had been growing 
for three weeks. Examination revealed a large soft and fairly movable 
tumour behind and to the left of the uterus, and there was a sausage- 
shaped mass in the right fornix. On December 19th, at the second 
operation, a soft generalised sarcomatous growth of mesentery and 
omentum was found, and was scooped away with the hand; the left ovary 
was still healthy. On January 19th recurrence could already be detected, 
and since then the abdomen had again filled up. 

Cass 1. The patient was a girl aged 20, who on January 25th was 
seen with pain in the back and progressive weakness and loss of flesh 
noticed only during the previous two months. There was an abdominal 
swelling extending above the umbilicus. The uterus was movable, and an 
irregular mass was felt behind it. On opening the abdomen (January 26) 
some blood-stained serum escaped. A sarcoma of the right ovary was 
removed, also the left ovary, but there was secondary deposit in the pelvis 
which could not be completely removed. There was rapid return of the 
growth on the right side. 

Sections of the growths removed in these cases showed them to be 
sarcomata of the round-celled type. The condition is considered rare, 
but is only relatively so. Their rapid growth and particularly malignant 
nature is illustrated in these cases. The quick appearance of metastases 
was remarkable considering that the pedicles were small and thin, in one 
instance requiring only a single ligature. The seat of origin of these 
growths had recently been stated to be the lining cells of the Gradafian 
follicles, and this was quite possible if the view that the membrana 
cranulosa is of mesoblastic origin be accepted. The matter was, however, 
highly speculative as yet. 
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GLASGOW OBSTETRICAL AND GYNZZCOLOGICAL SOCIETY. 


Meeting, Wednesday, January 25th, 1905, Dr. J. K. Kaur, President, in 
the Chair. 


The minutes of the previous meeting having been read, 


Dr. A. W. Russet. read a paper on Some Caszs or UTErtne Myoma, 
witH Remarks ON THE INDICATIONS FOR OpgRATION. Dr. Russell laid stress 
upon the necessity for early operation, illustrating his arguments with 
examples of cases which had been under his care. He divided myomata 
into their anatomical divisions—sub-mucous, interstitial, and  sub- 
peritoneal. The most noteworthy symptoms in many cases were those of 
pain, hemorrhage, and pressure, Growth in size was also a marked 
feature in many. As illustration, a drawing by Dr. John Lindsay was 
shown of a myoma weighing 9#lbs., undergoing necrobiosis near the 
centre. Constipation was a feature to be noted, and in some cases going 
on to intestinal obstruction. Dr. Russell found that tubal and ovarian 
disease was often present in cases of uterine myomata. The various 
degenerations—fibrosis, necrosis, etc., were also mentioned. 


Drs. Munro Kerr, MacLennan, Stark and the PresipEent discussed the 
paper. 
Dr. Russet replied. 


Mr. Batrour MarsHati read notes of a case of DousLe Ovarian 
Cystoma anp Uterus AFFECTED wiTtH MELANO-Sarcoma, the abdominal 
and thoracic viscera being studded with innumerable melano-sarcomatous 
tumours. The patient, aged 30, was admitted into the Royal Infirmary 
in June, 1904, suffering from ovarian cyst. Symptoms of abdominal 
swelling, weakness, feverishness and gastro-intestinal catarrh had been 
present more or less since the previous November. On admission the 
patient showed signs of a typhoid complication, but no reaction was 
got to Widal’s or Erlich’s tests. The patient died. The post-mortem 
revealed the presence of diffuse melano-sarcomatous tissue in the pelvic 
organs together with the liver, kidneys and omentum. Microscopic sections 
had been prepared and examined by Dr. A. Louise McIlroy. Dr. Marshall 
showed specimens, photographs and sections illustrating his paper. 


Drs. Stark, Carstarrs DovuGias and the Presipent made some remarks. 


Dr. Stark showed microscopic sections of the endometrium from a case 
of melanotic sarcoma of the uterus, bundles of ordinary muscular tissue 
infiltrated with masses of round cells, granular black pigment in indefinite 
areas surrounding them. 

Fresh specimens were shown by :— 


Dr. Munro Kerr: 1. Myoma invaded by carcinoma; capsule burst; 


omentum showed secondary deposits. 2. Myoma showing hyaline degenera- 
tion. 


Dr. Keiiy: 1. Large myoma with cyst in upper part. 2. Large 
myoma with history suggestive of extra-uterine pregnancy. 3. Pregnant 
uterus—three months—with myoma. 

Dr. B. Marsuatt: 1. Double Pyosalpinx with uterus. 2. Dermoid 
of Ovary. 3. Zwancke’s pessary removed after three years in vagina. 
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ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting, Friday, February 3rd, 1905, the President, A. J. Smit, in the 
hair. 


SPECIMENS. 


Dr. Atrrep J. Smirn showed a rare specimen—A Large Physometric 
Uterus. The patient was delivered early in last October of twins (at the 
6th month), both dead, and beginning to decompose. On the fourth day 
after delivery she had a severe rigor, with temperature of 106° F. Her 
local doctor washed out the uterus with a weak corrosive sublimate 
solution. Notwithstanding this, her condition went from bad to worse. 
On admission to St. Vincent’s Gynecological Department she was in 
evident distress from distension—temperature 102°6°; pulse, 120. 
Examination under ether was unsatisfactory, as nothing could be mapped 
out. The diagnosis was not made until the abdomen was opened. The 
numerous discoloured gangrenous-looking patches which were demonstrated 
influenced the decision in favour of removal. A hysterectomy was 
performed, fortunately without rupture. Examination of the contents 
was postponed, as Dr. Smith wished to show the large uterus in its 
distended condition. Uninterrupted recovery. 


Dr. Kipp wished to know how the gas had been kept in the specimen. 
The only similar case he had seen was an accumulation of gas inside a 
gestation sac. The patient came into hospital three months pregnant, 
with symptoms of threatened abortion. The symptoms abated, and she 
went out. He saw her again when she was thirteen months pregnant. 
The whole of the front of the abdomen was perfectly dull. A rectal 
examination was made, and the next day her temperature was 104°, and 
the abdomen very resonant. An operation was performed, and it was 
found that there had been a primary rupture into the layers of the 
broad liagment, and the gestation sac had gone on developing. There 
was an escape of very offensive gas on the sac being opened. The patient 
made a good recovery, and had had two children since. The only 
explanation he had for the formation of the gas was that the bacillus 


coli communis had got into the gestation sac on account of the rectal 
examination. 


Dr. Pursroy said that most of them had seen the condition termed 
physometric in connection with malignant disease, or in cases of delayed 
or neglected labour, where air had got into the uterus. Dr. Smith’s case 
was remarkable on account of the gas having remained in the uterine 
cavity. 


Dr. E. H. Twegpy showed an Ovarian Cyst. 


Two Cases or Cystic Enpomerritis, with REMARKS ON TREATMENT. 


Dr. Purgroy read a paper on this subject. 


__Dr. Hastinas Tweepy said that cystic endometritis was a disease he 
did not know personally, and of which he could find no account. He 
objected to fresh nomenclature, and thought they should stick to the 
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term glandular. His objection to the term “cystic” was that it did 
not lead anyone to a knowledge of what one was dealing with, whilst 
“olandular” did. The question of treatment was more interesting. A 
few years ago every case was curetted, but of late there had been a 
reaction against this, and many now preferred to use intra-uterine 
douches, caustics, etc. He protested against this, and believed that in 
his study practice the surgeon had little right, and rarely necessity, to 
pass anything into the uterus. It was impossible to be aseptic in study 
practice. The vast majority of cases of endometritis, especially the 
hypertrophic form, were cured by one cleanly curetting. He left his cases 
alone after curetting, and did not use medications subsequently. He 
washed out the debris with salt solution, and did not use antiseptics, 
which devitalised the tissues, and the less the uterus was irritated with 
them the better. He could not understand the rationale of taking a 
patient in every third day to inject iodised phenol after curetting; it 
seemed to him unnecessary and dangerous. The less often the uterus was 
entered the better. There was a certain amount of danger in putting 
anything into it, and if good results were obtained without caustics, why 
apply them? The term “benign adenoma” was misleading, as it implied 
growth accompanied by increase in the number of glands, and all such 
growths of the endometrium would prove in practice to be malignant. 

The Presipent said he divided endometritis into glandular and inter- 
stitial. There were two kinds of glandular—hyperplastic and hyper- 
trophic. Hyperplastic was adenoma, and in it there was an enormous 
increase in the number of glands; hypertrophic had a normal number 
of glands, but greatly increased and distended, and which when occluded 
formed cysts. The hyperplastic frequently became malignant, therefore 
these cases had to be seen often, and the uterus removed. The hyper- 
trophic might be merely distended tubes, or, if seen late, cysts. The 
treatment was to mechanically remove the mucous membrane, and try to 
cultivate a healthy mucous membrane. Try to find out the cause of the 
endometritis. His practice was to curette and wash out once, and wash 
out again on the third and fourth day to see that nothing was left behind. 
He used hot sterilised saline solution, and did not employ any intra- 
uterine medications. 

Dr. Pureroy, in replying, said he thought it was of importance for 


‘them to study the pathology of these conditions for themselves, and if 


systematic examination were made in every case good practical results 
would follow. With regard to the objection to giving the condition a 
special name, he could not agree with Dr. Tweedy. The condition was 
one of considerable rarity, and most of the manuals did not allude to it 
at all. He believed that the condition was not a very advanced stage of 
glandular endometritis. He did not know what caused it, but thought 
that if it had been at all common, he would have met with more than 
two cases of it. The term cystic endometritis was employed in two classes 
of cases—in gynecological cases, where the patients were not pregnant, 
and also a diseased condition of the endometrium occurring in pregnant 
women. His cases occurred in women apart from pregnancy. The epithelium 
in the dilated glands was not in the atrophied condition you would expect 
it would be from pressure ; it was intact. He believed the condition was 
very rare. With regard to subsequent treatment, he thought it was in 
the patient’s interest to use a mild caustic four or five days after curetting, 
and its subsequent use was to be determined by the amount of discharge, 
condition of cervix, character of first menstruation, etc. 


4 
Ae 
is 
a 
x 


Reports of Societies 233 
OxssERVATIONS oN Bossi’s Dinator, with Notes or Four Caszs. 


Dr. Aurrep J. SmirH set out the views of the rival schools which 
indicated that Bossi’s dilator had not met with universal approval or 
adoption. He considered it to be the duty of each to assist in determining 
this question—-what is the place this dilator holds in an armentarium? 
Dr. Smith was convinced that within certain well-defined limits it had 
a distinct position, but these limits must be clearly defined. Of his four 
cases—three for eclampsia and one for placenta previa—all were 
successful; the entire time between the introduction of the dilator and 
the end of the third stage did not exceed one hour. There was an 
extensive laceration of the cervix requiring stitches in the placenta previa 
case. He considered Bossi’s dilator dangerous when the cervix was long, 
and not taken up, especially in cases of placenta previa. The close 
proximity to the uterine sinuses adds a new danger should the laceration 
unfortunately extend to or open them up. He dwelt on and discussed the 
question of dynamic action. One great difficulty confronted him; how 
much dilatation would be necessary to deliver the foetal head at the sixth 
or seventh month? And in order to formulate a basis for accurate 
observation he drew up a scale for his guidance based on the relative 
circumference of the S.0.B. diameter during these months. 


Dr. Kipp said that one disadvantage of’Bossi’s dilator had been met 
by changing the number of blades from four to eight, thus having eight 
points of pressure on lower zone of uterus, and less probability of rupture. 
Another advantage was that you could watch digitally the amount of 
tension between the four blades, which was hardly possible when eight 
blades were introduced. Another objection was that the angle at which 
the dilator was set to the shaft was not the angle at which dilatation 
would take place. Seigneux tried to meet this objection in his dilator, 
but it had its disadvantages also. There was too much resiliency in the 
lateral blades, and in order to try and gain the advantages of having 
eight blades you had to change the blades and insert blades with broader 
flanges, and this was a very troublesome proceeding. He was quite sure 
that where mechanical dilatation was used for placenta previa the risks 
of laceration were greatly increased. He certainly thought that its use 
in eclampsia would give happy results. 


Dr. FirzG1pson said he had used Bossi’s dilator in a case in which he 
had induced labour at seven and a half months. He started by using 
bougies, but the uterus took on no action, and they were introduced again 
the day following. The membranes had then ruptured, and the following 
morning he decided to dilate the cervix, into which he could introduce two 
fingers. He dilated up to 7¢.m. He did not intend to complete delivery, 
and left the patient, having put some gauze in the cervix. Labour set in 
in three hours, and she was delivered three hours afterwards. He con- 
sidered that labour had been induced by mechanical dilatation, which 
started uterine action. 


Dr. Hastinas Tweepy said he could hardly think that dilators had 
been responsible for the salvation of even one woman. Medical papers 
now-a-days teemed with the praises of mechanical dilatation of the cervix 
in the treatment of eclampsia. He had treated within the last fifteen 
months ten cases of puerperal convulsions in the Rotunda Hospital with 
one death; in this case the diagnosis of eclampsia was doubtful. In a 


234 Journal of Obstetrics and Gynecology 


large number of these, it was observed that convulsions became very severe 
after the birth of the child, so that the emptying of the uterus could not 
be considered a save-all and cure-all. In but one of the successful cases 
was delivery accelerated even by forceps, in the others labour was allowed 
to go on naturally, and finish. These results show that recovery will take 
place even though violent means to extract the foetus are not adopted. As 
to the dilator’s usefulness in antepartum hemorrhage, due to placenta 
previa, he must dissent from the views of those who recommended its 
employment; in such cases the cervix often tears without one being 
conscious of the fact. The treatment could never compare favourably with 
the plan of bringing down the leg and leaving the case to nature. The 
cervical epithelium is bruised during the process of forcible dilatation, 
and such bruising predisposes to sepsis. There was one class of case in 
which he thought the dilator was sure to be applied—“ rigid os,” but its 
use in such cases was sure to be repented of. Bossi himself counted the 
condition as a contrary indication. Seigneux’s instrument appeared to 
have some slight advantage over the other dilators; but if one desired to 
open the cervix, it could easily be accomplished by any one of the 
lacerating instruments at present on the market. 


Dr. Pureroy said that the range of utility of a dilator was not at all 
as wide as they had been led to believe. The utmost caution was necessary 
in its use, and the cervix was often found lacerated without it having been 
noticed. In cases of eclampsia it might sometimes be of use, but the 
number of cases was very small. It was useful in cases where labour had 
started, and the pains had come on, and afterwards stopped. 


The PrestpEnt, in replying, said he had tried the dilator, having heard 
and read so much about it. He thought that it was in places like Dublin 
that the principles of new inventions should be tested, as they had to report 
on them to country practitioners. As to its use in eclampsia, he thought 
that certain cases would get well no matter what form of treatment was 
used, 


THE INTERNATIONAL SOCIETY OF OBSTETRICS AND 
GYNA.COLOGY. 


The fifth Congress of this Society will be held at St. Petersburg, under 
the Presidency of Professor D. de Ott, on the 11th—18th September 
(29th August to 5th September old style). 

The Committee hopes that this Congress will prove as attractive as its 
predecessors, and will endeavour to make the long journey and_ the 
visit to Russia as agreeable and comfortable as possible to the foreign 


guests. The august patronage of His Majesty the Emperor of Russia has 
been accorded to the Society. 


The subjects for discussion will be :— 
I. The Vaginal Method in Gynecology and Obstetrics. 
II. Accouchement Forcé. 


Ill. The Operative Treatment of Myomata. 
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IV. The Comparative Merits of the Methods of Operative Treatment of 
Retro-deviation of the Uterus 


V. Chorion Epithelioma. 
The Committee has decided to permit the members themselves to choose 
any language for their papers and discussions. 


Those wishing to take part in the proceedings of the Congress are 
requested to communicate with Professor A. J. Zamschin, St. Petersburg, 
Wassiliewski Ostrow, University Line, 3. 
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REVIEWS OF RECENT BOOKS. 


L’(EuF HUMAIN ET LES PREMIERS STADES DE SON DEVELOPPEMENT, par J. 
Potocki (Professeur agrégé a la Faculté de médicine de Paris, accoucheur 
des hépitaux), et A. Branca (Professeur agrégé 4 la Faculte de médicine 
de Paris). Preface du Professeur A. Pinard. Prix, 10 francs. G. Stein- 
heil, éditeur, 2, Rue Casimir-Delavigne, Paris. 


This book is intended to serve as an introduction to the study of 
obstetrics. It deals entirely with human development except in a few 
places where some point in the development of the rabbit, mouse, 
or bat is used to fill in a gap or to explain the evolution of the 
human embryo. It is presumably not written for students. If it were, 
a more didactic style would have been advisable. Full justice is done as 
a rule to the views of all authorities, but the authors do not always say 
which view is generally accepted. The authors divide corpora lutea into 
“true” and “false.” The former term includes the corpora lutea of 
pregnancy and menstruation, while the latter term is given to “the false 
corpus luteum or interstitial gland of the ovary which results from the 
evolution of an atresic follicle, little developed in women, but of consider- 
able importance in rodents.” The authors adopt the view that in 
menstruation there is a partial loss of the endometrium, the view which 
certainly seems most in accord with microscopical evidence. We cannot 
agree with their statement that decidual cells found in a uterine cast are 
not characteristic of pregnancy. The swollen stroma cells found in 
dysmenorrhceal membranes are never, at least in sections which we have 
seen, large enough to be mistaken for real decidual cells when compared 
with a typical section of decidua. The weakest part of the book is that 
devoted to the account of the development of the placenta. The authors 
begin their account at a stage when chorionic villi are already formed, 
and attempt to show how these become attached to the maternal 
tissues. If they had begun their description at an earlier stage, before 
the canalisation of the ectodermal cell-mass by the mesoblastic core, it 
would have been more correct, simpler and easier to follow. The same 
remarks apply to the description of the intervillous spaces. The modern 
explanation of the development of the placenta does away with the 
necessity of discussing whether or not the intervillous spaces are empty when 
first formed. The authors, however, consider that it is too soon to accept 
the results of recent studies on the early stages of the placenta. We should 
have thought that with the exception of Veit there was already almost a 
consensus of opinion on this subject. The book and the illustrations are 
very well got up and the style is clear and good. 
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